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BENJAMIN W. DUDLEY AND THE SURGICAL RELIEF OF TRAUMATIC 
EPILEPSY 


HARLES BALLANCE? 

states that Victor Horsley,* 

after examining the skulls 
in the Broca Museum in Paris in 
1887 suggested that many of the 
trephine openings indicated that 
the operations had been performed 
‘or the relief of ‘ Jacksonian” 
epilepsy. Professor Lucas-Cham- 
pionniére* is in agreement with 
Horsley that prehistoric trephining 
was definitely a remedial measure. 
Neuberger® is authority for the 
statement that the Chinese sur- 
geon, Hoatho, in the third century 
performed the operation of trephin- 
ing. 

While Hippocrates employed the 
trephine, it would appear that 
from the time of the Athenian “Father of 
Surgery” until the early part of the nineteenth 
century little progress was made in the surgical 
attack on injuries involving the brain. Percival 
Pott (1713-1788), the earliest British surgeon 
to give much attention to brain injuries, fre- 
quently mentions the operation of trephining. 
He noted that symptoms arising from head in- 


1From a portrait by Jouett owned by Mrs. Robert Peter. 

2 A Glimpse into the History of the Surgery of the Brain, London, 1922. 
3 Journal of Anthropological Institute, 1888. 

‘Les origines de la trépanation décompressive, 1912. 

tHistory of Medicine, I. English translation by Ernest Playfair. 


BENJAMIN W. 
(1785-1870) 


juries were not due primarily to the 
injury of the skull but to damage 
to the brain beneath. The great 
French surgeon, Jean-Louis Petit® 
advocated the free use of the tre- 
phine and called special attention 
to the pressure from extravasations 
of blood between the dura and the 
bone. He further recommended 
the use of the trephine in convul- 
sions—not to cure the convulsions, 
but to remove the cause. 

Sir Astley Cooper,’ a pupil of 
John Hunter and of Henry Cline 
(1750-1827), relates the case of a 
Mr. T, age thirty-one, who on Jan- 
uary 20, 1822, six months subse- 
quent to a head injury suffered an 
epileptic attack. Decompression 
was advised, but was postponed until the thirtieth 
of July. The attacks having increased in fre- 
quency, a decompression was done by a Mr. 
Hempsted. Cooper says: 


The patient speedily recovered from the operation, 
and has not since had any return of the epileptic 
fits. 


He gives the indications for the use of the 
trephine as follows: 


6 Jean-Louis Petit, 1674-1750. He was the first to open the mastoid 
process (Garrison’s History of Medicine). 

'Sir Astley Cooper (1768-1841), Lectures on the Principles and Prac- 
tice of Surgery, 1839. 
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juries were not due primarily to the 
injury of the skull but to damage 
to the brain beneath. The great 
French surgeon, Jean-Louis Petit® 
advocated the free use of the tre- 
phine and called special attention 
to the pressure from extravasations 
of blood between the dura and the 
bone. He further recommended 
the use of the trephine in convul- 
sions—not to cure the convulsions, 
but to remove the cause. 

Sir Astley Cooper,’ a pupil of 
John Hunter and of Henry Cline 
(1750-1827), relates the case of a 
Mr. T, age thirty-one, who on Jan- 
uary 20, 1822, six months subse- 
quent to a head injury suffered an 
epileptic attack. Decompression 
was advised, but was postponed until the thirtieth 
of July. The attacks having increased in fre- 
quency, a decompression was done by a Mr. 
Hempsted. Cooper says: 


The patient speedily recovered from the operation, 
and has not since had any return of the epileptic 
fits. 


He gives the indications for the use of the 
trephine as follows: 


6 Jean-Louis Petit, 1674-1750. He was the first to open the mastoid 
process (Garrison’s History of Medicine). 

?Sir Astley Cooper (1768-1841), Lectures on the Principles and Prac- 
tice of Surgery, 1839. 
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1st. Where there is extravasation of blood be- 
tween the dura mater and skull. 

2nd. In fractures of the skull, with symptoms of 
compression continuing after depletion. 

3rd. In simple fractures with depression and con- 
tinued symptoms of compression. 

4th. In compound fracture with depression, un- 
attended with symptoms of compression, it is best 
to trephine, or to raise the depressed bone by the 
elevator. 

5th. When matter has formed. 


On the danger of the operation Cooper con- 
tinues: 


Some surgeons say that this is a trifling operation, 
and not difficult to perform; but they would deceive 
you; it is one of the most dangerous operations in 
surgery: whilst performing it, there is but a thin 
web between the instrument and the brain; cut 
through this, and destruction of life will generally 
be the consequence. Mr. Hunter thought that when 
the dura mater was wounded the person scarcely 
ever recovered; which opinion, though not exactly 
borne out by the cases which have since occurred, 
shows the impression made on the mind of a man 
who was so great an observer of nature. 


Larrey, Napoleon’s surgeon-general, makes 
frequent mention of traumatic epilepsy and re- 
lates one case of cure by operation. 

William Charles Wells' describes an injury to 
the skull of a negro sailor caused by ‘the blow of a 
hammer. A marked depression in the right 
parietal bone was discovered and the patient 
was trephined by the surgeons of St. Thomas 
Hospital in December, 1804. The inner table of 
the skull disclosed a new plate of bone from the 
edge of which there rose a small conical spicule of 
bone about one-eighth of an inch in length. 
This was removed at operation. The patient 
when seen ten months later had greatly improved 
in health, his hemiplegia had practically dis- 
appeared, but he was still liable to convulsions 
when excited. Wells concludes: 


From this case it seems to follow that epilepsy 
and palsey, originally induced by a mechanical 
stimulus applied to the brain, may continue long 
after that stimulus has been removed. 


Between 1818 and 1827, Benjamin W. Dudley,” 
Professor of Surgery in Transylvania University, 
Lexington, Kentucky, attacked surgically five 
cases of traumatic epilepsy. In each of these cases 
Dudley performed a decompression operation 
with a trephine. 

! Transactions of The Society for the Improvement of Medical and 
Chirurgical Knowledge, III, London, 1812. Wells (1757-1817), born in 
Charleston, S. C., described rheumatic endocarditis, received the Rum- 


ford medal for his ‘Essay on Dew” (1814), and is graciously mentioned 
by Charles Darwin in his preface to “The Origin of Species.” 


The Transylvania Journal of Medicine, Vol. I, 1828. 


THE TRANSYLVANIA 


JOURNAL OF MEDICINE, 


AND THE ASSOCIATE SCIENCES 


VOL, I. FEBRUARY, 1828, NO. I. 


ORIGINAL COMMUNICATIONS. 


Ant. 1.—Observations on Injuries of the Head. By Brnsamin 
Winstow Dupiey, M. D. Professor of Anatomy and Surgery 
in Transylvania University, Member of the Royal College of 
Surgeons, London, 


Tue great authorities of Europe and of our own country 
have laid down certain principles by which practitioners are 
generally governed in the treatment of injuries done to the 
scalp, cranium and brain. Since the publication of Mr. 
Abernethey’s invaluable paper on injuries of the head, it 
might seem that little remains to be done in that department 
of surgery, while it is more than probable that under the pre- 
sent organization and management of the crowded hospitals of 
the large cities in Europe, no interesting and salutary innova- 
tions will be suggested: whereas in the United States, and es- 
pecially in the valley of the Mississippi, where there is com- 
paratively no human misery, no remarkable excesses in luxu- 
ry, no crowded manufactories, and no large cities; where 
every individual partakes of nourishment equally healthy and 
invigorating, the fairest prospect is offered of giving new and 
increasing interest to this ots. 


ete of introductory paragraph of Dudley’s original 
article. 


CASE I 


In the month of September, 1818, Mr.K., a car- 
penter of this town, called to consult me on account 
of a severe pain in the superior and posterior part 
of the cranium which had afflicted him for nine 
months. A succession of tumors had at various 
periods appeared about the seat of the pain. Upon 
an examination, in place of tumors, two very sensible 
depressions were discovered on the surface of the 
skull, attended by extraordinary sensibility in the 
integuments of the parts. About Christmas all the 
symptoms became aggravated and severe epileptic 
convulsions ensued. His convulsions were so fre- 
quent and violent in the latter part of winter that it 
was apprehended he would speedily fall a victim to 
his disease. 


In the early part of the winter, I urged the pro- 
priety of trephining the cranium, under an impres- 
sion that a morbid growth on the inner surface of 
the skull was now aggravating, even if it had not 
caused his malady. In April he determined as 
previously advised to submit to an operation. 
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During the months of February, March, and the 
beginning of April, he was constantly confined with 
a severe affection of his head attended by violent 
epileptic fits every five or six days. 

The trephine was used on the 16th day of April, 
two circular pieces of bone being removed, corre- 
sponding with and including those portions which 
by previous examination seemed to be depressed. 
The pericranium was remarkably thickened and 
morbidly sensitive. The bone was porous and 
admitted of large processes of this membrane and 
of blood vessels to pass directly to the dura mater. 


After the operation was completed I was aston- 
ished on turning my attention to the dura mater, to 
discover a copious secretion of fluid which sepa- 
rated that membrane from the surface of the brain 
more than half an inch; while that organ in place of 
giving to the finger a sense of pulsation, felt as hard 
and as unyielding as a board. 


It was now ascertained on examination the fifth 
day, that the fluid beneath the dura mater was 
absorbed. The brain had regained its proper level 
and pulsated with unusual vigour: no convulsion 
had occurred since the operation. 


From an occasional intercourse with this patient 
for many months after all professional attendance 
and advice were suspended, I am prepared to pro- 
nounce on the cure as radical. 


CASE II 


In the spring of 1825, W.T., a young gentleman 
twenty-one years of age, in company with his 
mother, came to this place from South Carolina; 
and from the mother was received the following 
history of her son’s case. 

When five years of age, he received a severe blow 
accidentally on the superior and middle portion of 
the left parietal bone. Being at school, he was able 
to go home on foot without giving any particular 
manifestations calculated to excite alarm. On the 
ninth day he became suddenly apoplectic, and 
paralysis of one side ensued. 


The physicians of his vicinity who were consulted, 
differed in opinion concerning the cause and seat of 
his malady, as did most of those in the southern 
states, to whom application was made for profes- 
sional assistance. The father of the young man had 
by letter consulted professors Physick and Chapman,! 
who discouraged any effort at relief by an operation. 


After receiving this history of the situation of the 
patient from the mother, upon turning to himself 
with a view to additional information, I observed a 
stammer in every attempt at enunciation; while his 
memory had become so entirely treacherous, that 
he could no longer recite with any degree of ac- 
curacy, an event which had transpired within two 
days, his recollection being good however, in rela- 


1Philip Syng Physick (1768-1837); Nathaniel Chapman (1780-1853). 


tion to circumstances of his childhood. For most 
particulars in relation to his daily history, even in 
reference to the operation of a dose of medicine, it 
was necessary to consult his mother. 

A cicatrix on the side of the scalp pointed out the 
seat of the original injury. Under all these dis- 
couraging circumstances, after a few days’ prepara- 
tion, the operation was resorted to on the roth of 
May, 1825, to relieve him of an injury, the conse- 
quences of which had been accumulating upon him 
for sixteen years. A small depression of bone 
appearing manifest, corresponding with the original 
site of the injury, indicated the point upon which to 
apply the trephine. The crown of the instrument 
was made to embrace the depressed bone, which 
when removed, presented a process projecting from 
its inner surface about one inch in length, of the size 
of a small quill at its base, the extremity tipped with 
soft cartilage. This spiculum of bone had pene- 
trated the dura mater, and communicated with a 
large preternatural sinus, from whence issued a 
stream of blood as thick as a man’s little finger, 
which continued to flow from the instant the bone 
was removed, until from the quantity lost, it was 
judged proper to check it by means of pressure. 

The dura mater was diseased, presenting a dark 
blue appearance over a space nearly as large as the 
opening in the cranium made by the trephine; while 
the sinus beneath appeared to be, from an examina- 
tion made by the little finger, more than an inch in 
depth, and of equal width. 


The patient had no convulsion after the day on 
which the operation was performed; a manifest 
improvement in his memory became perceptible 
in a few days to all around him. His stammer, 
which appeared to proceed from an indistinct recol- 
lection of things, very suddenly vanished, his eye 
which had been half closed, heavy, and inanimate, 
was now sprightly and intelligent. In ten days he 
left his room, and at the end of six weeks, he returned 
home in the enjoyment of perfect health; travelling 
a distance of five hundred miles in the month of 
July, in ten or twelve days. 


CASE III 


Gofourth, a young man of Jessamine county, 
Kentucky, aged twenty-three years, when five years 
old, received a kick from a horse, which fractured 
and depressed a portion of the right parietal bone. 
The immediate symptoms were not particularly 
alarming, notwithstanding a wound also in the 
scalp, nor was there any extraordinary defect either 
in general health or constitutional development, 
until about the fifteenth year of his age, when, 
without any assignable cause, he had for the first 
time an epileptic convulsion. 

From that time he continued to be the subject of 
epilepsy every second, third, and sometimes fourth 
week, according as the exciting causes acted with 
more or less intensity. The continuance of epilepsy 
for eight years, had reduced his constitutional 
vigour, and rendered his system morbidly excitable. 
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The condition of his mind was still more deplorable, 
his memory having undergone almost a total ex- 
tinction. In the latter part of February, 1826, after 
spending a few days in preparing the system, the 
operation was performed in the amphitheatre, in 
the presence of all the class. 

The external incision being made, the trephine 
was applied in such a manner as to cover the larger 
portion of the depressed bone. In two or three turns 
of the instrument, the cranium was penetrated in 
one point of the circle; and through this opening, 
which could have been closed with the small end of 
a surgeon’s probe, transparent colourless serum 
flowed during the balance of the operation. 

The circular piece of bone being removed, the 
dura mater was found defective to the extent of a 
twelve-and-a-half cent piece of silver, which ex- 
posed a sinus reaching down to the petrous bone, 
near the base of the scull. A spinous process pro- 
jected from the inner table of the bone about half 
an inch long, its base being of equal dimensions. A 
small portion of the spinous process was not in- 
cluded by the trephine; this was removed by means 
of a strong pair of forceps. The sinus in which the 
serum was collected, was large enough to receive a 
hen’s egg. The patient had two light attacks of 
epilepsy on the second and third days after the 
operation; but on the fourth, suppuration was 
established, the dressings were renewed, and he 
began to give assurances of a successful issue by a 
more sprightly and animated countenance. Each 
successive dressing was accompanied by new 
evidences of intellectual and corporeal improve- 
ment; and at the end of the fourth week, the wound 
having cicatrized, the patient returned home in the 
enjoyment of perfect health. 


CASE IV 


O’Brien, a man of middle age, came to this place in 
the summer of 1826, and gave the following history 
of his case. About four years previous to that time, 
while engaged in raising a house near Cleveland, 
Ohio, he received by accident, a blow on the side of 
his head, which deprived him of motion and of the 
use of his intellect for several weeks. He had 
scarcely recovered from the immediate effects of 
the injury, when he was attacked by severe convul- 
sions, while he was never free from pain in his head, 
jaws, neck, chest, sides, and abdomen. Upon ex- 
amination, I found most of the muscles of his system 
in a state of morbid contraction. The organs of 
speech were exerted with great difficulty, and his 
enunciation was very indistinct. 

His senses of taste and smell were nearly de- 
stroyed—the fragrance of the rose and the offensive- 
ness of the thorn-apple, were alike to him. His 
fingers were constantly in a state of semiflexion, 
while the abdomen was habitually and painfully 
tumid. I have never seen a patient under any cir- 
cumstances, who appeared to be the subject of such 
unceasing agony. For weeks in succession, his con- 
vulsions recurred daily, producing most terrific 


contortions of his entire system. A large cicatrix, 
with apparent depression, extended in the direction 
from behind the external canthus of the right eye, 
to the central portion of the parietal bone of the 
same side. 

After a few days’ delay with a view to prepara- 
tion, the trephine was used; nor were there any 
very remarkable manifestations about the wound, 
except in the increased vascularity of the dura 
mater. But in the course of the same evening, after 
the operation, the patient expressed himself as 
being “unlocked” in all his limbs; while there was a 
most pleasing and perfect relief to the organs of 
speech. On the third day from the operation, sup- 
puration having commenced, the wound was dressed; 
and thus far the patient gave the strongest manifes- 
tations of a speedy recovery, in the relief of all pain 
in his head, throat, chest and extremities, and in his 
faculty of deglutition and of speech. The rigidity of 
the muscles and the tumid condition of the abdo- 
men had also nearly disappeared. About the sixth 
day from the operation, he experienced a light 
epileptic convulsion. The relief, however, which 
had been afforded, was followed by a ravenous 
appetite, and he was constantly inclined to commit 
excess in eating, both in the quality and quantity of 
his food. By the tenth day from the operation, he 
had so far recovered as to be enabled to take exer- 
cise in walking through the town, while he mani- 
fested great impatience in being controlled. From 
the tenth to about the twenty-fifth day after the 
operation, the patient had several light convulsions. 
He continued, however, to improve in his general 
health, and being impatient under further restraint, 
withdrew himself secretly from my superintendence, 
and I have never heard of him since. 


CASE V 


Froman, from the neighborhood of Bairdstown 
in this State, a man of middle age, received a blow 
on the posterior and superior portion of the left 
parietal bone, fifteen years ago, and came to this 
place for professional assistance in April, 1827. 

According to the best history given by his brother 
and himself of his case, a manifest defect of his 
memory was perceived in a few weeks after the 
accident was sustained; yet, it was two years before 
convulsions supervened, and these have continued 
to recur for the last thirteen years at very irregular 
periods, the patient sometimes having half a dozen 
a day, yet about every fifteen days, the convulsions 
are more sensibly severe. At present, he is in a state 
of fatuity. The tenuity of the integuments upon 
and immediately surrounding the cicatrix, on the 
site of the original wound, gave deceptive appear- 
ances of slight depression of the scull at this part. 
When the bone was laid bare, however, in the opera- 
tion, there was no preternatural appearance, except 
in the close and morbid attachments of the peri- 
cranium. A circular portion of the scull being 
removed by the trephine, the dura mater presented 
a healthy appearance, as did the bone also. Per- 
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ceiving no pulsation in the brain, I pressed my 
finger on the surface of the dura mater, and dis- 
covered a considerable collection of fluid beneath it, 
which, in the opinion of Professor Short! and other 
gentlemen present, separated the brain from its 
investing membrane, not less than half an inch. On 
the fifth day from the operation, suppuration was 
established in the wound. The dressings being now 
removed, the brain was perceived at its proper level 
pulsating, while the whole of the fluid was absorbed. 
The progress of this case was extremely flattering 
for the first two weeks; after which, in consequence 
of indulging a craving appetite, and possibly because 
the operation was partial in its effects, the epileptic 
convulsions recurred, ‘and thereby the benefits of 
the effort at relief are rendered extremely problem- 
atical. Some months after this patient returned 
home, I learned that his convulsions were less fre- 
quent and more mild in character, than they were 
previous to the operation. 


Dudley was the first American surgeon to give 
special attention to decompression for the relief 
of epilepsy and the first to report any considerable 
series of cases. In the second volume of the 
Transylvania Journal of Medicine, there is 
reported a case of epilepsy by Dr. Cartwright of 
Natchez, Mississippi, under date of November 3, 
1828. This case report, sent to Dr. Dudley, 
describes a decompression operation in which a 
large coagulum of blood beneath the inner table 
of the skull was removed. The patient had suf- 
fered from repeated epileptic attacks subsequent 
to a blow on the head, which entirely ceased after 
the operation and recovery. 

The first medical article published by Dr. 
John S. Billings? was entitled “The Surgical 
Treatment of Epilepsy.’* Billings described two 
cases which he personally observed in the prac- 
tice of Dr. George Blackman‘ of Cincinnati. 
The decompression operation in each case re- 
sulted fatally. Billings lists in his thesis seventy- 
two cases in which the decompression operation 
had been performed, sixteen of which proved 
fatal, forty-two were reported cured, four un- 
improved, the remainder improved but not en- 
tirely relieved. In the list of cases cited by Billings 
no operator is credited with more than three 


1Charles Wilkins Short (1794-1863). For an extended sketch see 
“Some American Medical Botanists,”’ by Howard A. Kelly. 

2 John Shaw Billings (1838-1913) became the outstanding American 
medical figure of the nineteenth century. A distinguished Civil War 
surgeon, he virtually created the great Surgeon-General’s Library; con- 
ceived and planned the Index Catalogue; planned the Johns Hopkins 
Hospital; served for a time as Professor of Hygiene at the University of 
Pennsylvania; founded and edited during its early years the Index 
Medicus; and during his later life planned and administered the New 
York Public Library. All in all, he contributed more to the advance- 
ment of world medicine than any other American of his century. 

3 The Cincinnati Lancet and Observer, n. s. vol. 4, p. 334, 1861. 


‘George C. Blackman (1819-1871) Billing’s teacher in the Medical 
College of Ohio, Cincinnati. 
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except Dudley and Daniel Brainard of Chicago. 
Dudley’s cases were reported in 1828, Brainard’s 
in 1859.5 

The surgical opinion of the day is well ex- 
pressed by Samuel D. Gross*® who indicated that 
the results cited by Dudley were not duplicated 
in the practice of other surgeons. 


I have myself had occasion to perform the opera- 
tion four times with the effect of one cure and 
three deaths; and I have witnessed its execution in 
three other cases all of which terminated fatally. 
Nearly all the patients perished within the first 
week from inflammation of the brain and its 
envelops. 


Dudley’s results challenge modern antiseptic 
brain surgery. As he points out in his original 
article, he could not hope for as satisfactory 
results in populous cities and crowded hospitals, 
giving credit to the clean pure air of the frontier 
regions of central Kentucky. 

Benjamin Winslow Dudley was born in 
Virginia in 1785, the family removing to the 
vicinity of Lexington in 1786 and to that city in 
1797. After a short apprenticeship under Dr. 
Frederick Ridgely, an eminent practitioner of 
Lexington, he entered the University of Pennsyl- 
vania in the autumn of 1804. In 1805 he returned 
to Lexington, becoming an assistant to Dr. 
Fishback, a local practitioner, and in the autumn 
of that year returned to the University of Penn- 
sylvania from which institution he received the 
M.D. degree in March, 1806. After a few years 
of general practice in Lexington and vicinity, he 
spent the period of 1810-1814 in Europe visiting 
the great clinics of Paris and London. He was 
primarily known as a lithotomist, having per- 
formed lithotomy 225 times—the first too with- 
out a single death. Dudley wrote but little, and 
his remarkable article referred to herein must 
have resulted from a strong conviction of the 
efficacy of surgical relief from epilepsy by means 
of the decompression operation. He took a deep 
interest in the development of the Transylvania 
University Medical School, which at one period 
of its history boasted the ablest faculty of any 
American school. On one occasion, having a 
personal difficulty with Daniel Drake’ (1785- 
1852), at the time a member of the Transylvania 
faculty, he challenged Drake to a duel which 
Drake declined, his place being taken by a friend, 

5 Chicago Medical Journal. 

6 System of Surgery, vol. ii, Philadelphia, 1872. 

7One of the most fascinating characters in American medicine, easily 
the greatest physician of his time west of the Alleghenies; author of the 


epoch-making treatise “Diseases of the Interior Valley of North 
America” 2 vols., 1850-1854. 
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Dr. William H. Richardson. Richardson was 
severely wounded in the first fire and his life was 
saved, so the story goes, by the prompt surgical 
intervention of his antagonist, Dudley. Dudley 
and Richardson later became lifelong friends. 

H. E. Handerson! says of Dudley: 


‘Translator and commentator Baas’ ‘Outlines of History of Medi- 
cine,” New York, 1889. 


He was to the United States west of the Allegheny 
Mountains what Valentine Mott was to the east— 
facile princeps. In 1828 he trephined the skull for 
the relief of epilepsy, probably the first operation of 
this nature performed in the United States. 


His death occurred January 20, 1870, the result 
of apoplexy. 
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Hyndman, O. R., and Light, G.: The Branchial 
Apparatus: Its Embryological Origin and the 
Pathological Changes to Which It Gives Rise, 
with a Presentation of a Familial Group of 
Fistula. Arch. Surg., 1929, xix, 410. 


The authors discuss the embryological develop- 
ment of the branchial apparatus and review the 
literature on the subject. They state that branchial 
cleft anomalies—cysts and fistule—result from 
failure of absorption of the included ectodermal and 
entodermal epithelium that is buried during the 
growth and fusion of the branchial arches in early 
embryonic life. They may arise from the remains of 
either the second or the third arch. The thymic 
stalk plays no part in their formation. The cysts are 
unilateral. They may be lined with an epidermoid 
type of epithelium or columnar mucus-forming cells. 
Many of the submaxillary cysts and so-called 
ranule are of branchial origin. Branchial cysts are 
to be differentiated from adenitis, cystic hygromata, 
thyroglossal duct cysts, venous hemangiomata, re- 
tropharyngeal abscess, and lipomata. ‘They should 
be completely excised. 

Fistula are frequently bilateral. They open in- 
ternally in the supratonsillar fosse and externally 
along the anterior border of the sternomastoid. 
They may be demonstrated by probing or the in- 
jection of dye. They may be familial and inherited. 
They seem to be inherited through the mother only. 
They should be completely excised. 

Frank B. Berry, M.D. 


EYE 


Duke-Elder, W. S., and Duke-Elder, P. M.: Some 
Physicochemical Factors Influencing the Intra- 
Ocular Pressure. Experiments on the ‘‘Per- 
fused”’ Eye. Brit. J. Ophth., 1920, xiii, 385. 

The authors have succeeded in isolating the head 
of an animal and connecting the carotid arteries with 
a perfusing apparatus in such a way as to aérate the 
blood and simulate the heart beat. From experi- 
ments on “perfused” eyes, they conclude: 

1. The intra-ocular pressure falls with an in- 
crease in concentration of either crystalloids or 
colloids of the blood and also apparently with slight 
acidification of the blood. 

2. The intra-ocular pressure rises with a decrease 
in concentration of either crystalloids or colloids and 
also apparently with slight alkalosis. 

Tuomas D. ALLEN, M.D. 


HEAD AND NECK 


Gifford, S. R.: Some Non-Surgical Aids in the 
Treatment of Glaucoma. Brit. J. Ophth., 1929, 
xiii, 481. 

Despite the title of this article, the author states 
that nearly all cases of glaucoma will sooner or later 
require surgical intervention, and that he has seen 
more poor results from the postponement of surgery 
than from unsuccessful operation. Miotics should 
be tried first and their effect noted. The great 
danger in their use is overconfidence in their effect. 
With the exception of the so-called vasoneurotic 
diathesis and the related condition of bronchial 
asthma, the author knows of no other general con- 
ditions which have an etiological relationship to 
glaucoma. Cutting down of the field should not be 
considered a contra-indication to operation. The 
danger of loss of central vision after operation may 
be lessened by reducing the tension to normal be- 
fore operating and decreasing the time during which 
the anterior chamber remains empty following the 
operation. 

Among the newer methods of reducing tension is 
the use of adrenalin or glaukosan. This treatment 
gives the best results in simple glaucoma. Amino- 
glaukosan, derived from ergot, reduces the size of 
the pupil quickly in acute glaucoma. The injection 
of sodium chloride intravenously has also given good 
results. Gynergen or ergotamine is used in glau- 
coma because of its effect on the sympathetic sys- 
tem. Calcium chloride given internally decreases 
the permeability of the capillaries and increases the 
effect of adrenalin. Vircit Wescott, M.D. 


Vail, D. T., Jr.: The Oculoglandular Form of 
Tularemia. Arch. Ophth., 1929, ii, 416. 


The author’s father was the first to recognize the . 
human form of tularemia. Vail reviews the history 
of the disease since its recognition, describes its 
symptoms and signs, and discusses its differential 
diagnosis from Parinaud’s conjunctivitis, leptothrix 
conjunctivitis, tuberculosis and syphilis of the con- 
junctiva, Pascheff’s conjunctivitis, conjunctivitis 
pseudotubercle rodentium, sporotrichosis of the con- 
junctiva, and agricultural conjunctivitis. 

Tuomas D. ALLEN, M. D. 


Motto, M. P., and Rowen, E. H.: Tuberculous 
Dacryo-Adenitis. Am. J. Ophth., 1920, xii, 818. 


The authors report a case of tuberculous dacryo- 
adenitis in an eight-year-old colored boy. Following 
measles and whooping cough, the patient was found 
to be suffering from tuberculosis of the spine and 
developed also two fluctuating swellings, one on the 


195 


196 INTERNATIONAL ABSTRACT OF SURGERY 


right elbow and the other on the left upper eyelid. 
The swelling on the right elbow ruptured. The eye 
condition was complicated by ulcerative keratitis. 
Two operations were done on the eye to remove 
the scar tissue and correct the deformity. The red 
mass projecting down from the upper lid, which was 
covered by skin above and conjunctiva below, was 
excised and an external canthotomy was done. 
Histological examination revealed tissue character- 
istic of the lachrymal gland which showed tuber- 
culosis. Vircit Wescort, M.D. 


Bengtson, I. A.: The Epithelial Cell Inclusions of 
Trachoma; Experimental Studies. Am. J. 
Ophth., 1929, xii, 637. 

In a bacteriological study of material taken from 
the eyes in 230 cases of trachoma, Bengtson found 
inclusion bodies in 45 per cent. In the conjunctiva 
of guinea pigs she produced the elementary bodies 
of Prowazek and the “‘initial bodies” of Lindner by 
the inoculation of certain gram-negative rod-shaped 
organisms isolated from the conjunctiva of patients 
with trachoma. She believes that the inclusions in 
the epithelial cells originate from rod-shaped micro- 
organisms which tend to occur as diplococci, and she 
attributes the development of the inclusion body to 
the multiplication of this organism and the reaction 
of the cell. Tuomas D. ALLEN, M.D. 


Pillat, A.: Does Keratomalacia Exist in Adults? 
Arch. Ophth., 1929, ii, 256, 399. 

Pillat states that keratomalacia is primarily a 
disease of the integumentum commune with its ap- 
pendages, the skin glands, hair, and nails. The epi- 
thelial cells of the respiratory and digestive tract 
appear to be affected, and certain other organs of the 
glandular type, i.e., of ectodermal origin, such as 
the lachrymal gland, the sweat and sebaceous glands, 
and probably the liver and the kidney, may undergo 
changes. The extent to which the glands of internal 
secretion are concerned is unknown. The pigmenta- 
tion which appears on the external skin and on the 
conjunctiva of the eye suggests the presence of 
disease of the suprarenal gland similar to Addison’s 
disease. The condition is therefore an extensive 
“system disease” in the broadest sense of the word, 
a disease of the greater part of the ectodermal leaf 
of the body, which is caused by undernourishment 
and a lack of certain food elements, especially 
Vitamin A. In its mildest forms, this avitaminosis 
occurs in the eye as xerosis of the bulbar conjunctiva. 
In its severest form it culminates in keratomalacia 
with total blindness, and when accompanied by 
bronchopneumonia it results in death. The aim of 
further research work should be to determine the 
nature of the initial stages of the general symptoms. 
It is probable that these may be studied in the mild- 
est forms of the disease, such as xerosis epithelialis 
with hemeralopia which is common in Europe and 
America. 

The condition in the eye is a disease of ectodermal 
elements. This is proved by the disease of the con- 


junctiva and corneal epithelium, the change of the 
former to a type of epidermis, the pigmentation of 
the basal cell layer, and the disease of the shagreen 
of the lens. Hemeralopia is only an expression of 
the disease of the epithelial elements, the rods and 
cones, and of the pigment epithelium of the retina. 
Tuomas D. ALLEN, M.D. 


Roy, J. N.: A Case of Monocular Blindness of Elec- 
trical Origin. Brit. J. Ophth., 1929, xiii, 490. 


A man thirty-seven years of age was exposed, 
without protective glasses, to a mass of metal under 
the action of a strong electrical current. The ex- 
posure was followed after a few hours by acute con- 
junctivitis and after a few days by visual disturb- 
ances in the right eye. 

Examination of the right eye by the author eight 
months after the exposure revealed a cicatricial 
lesion near the disk, a lesion of the macula lutea, 
narrowing of the arteries, and optic atrophy. 

Vircit Wescott, M.D. 


EAR 


Hett, G. S., Wells, A. G., and Levick, G. M.: Ioniza- 
tion in Cases of Suppuration of the Middle 
Ear. Proc. Roy. Soc. Med., Lond., 1929, xxii, 1561. 


Hert characterizes ionization as a valuable ad- 
junct in the treatment of suppuration of the middle 
ear. He reports that he has found it of value in 
clearing up a persistent discharge after radical mas- 
toidectomy, and that its results in subacute types of 
otitis media are often remarkable. 

WELLS regards ionization as of great value in 
selected cases. He has obtained the best results 
with it in certain types of chronic otorrhoea. He has 
found that, contrary to general belief, the perfora- 
tion need not be large as long as the ionizing fluid 
reaches all of the septic area. The field should be 
carefully prepared by syringing and the removal of 
all débris. 

Levick describes the technique of ionization in 
suppuration of the middle ear. The active electrode 
consists of a vulcanite aural speculum with a fixed 
coil of zinc wire on its inner surface. This is intro- 
duced into the meatus of the ear and the negative 
electrode attached to some other part of the body. 
After careful irrigation, the meatus is filled with a 
2 per cent aqueous solution of zinc sulphate and the 
positive electrode inserted. The current should be 
introduced gently. The strength of the current used 
varies from 0.2 to I ma. W. M. Paton, M.D. 


Grove, W. E.: Primary Cholesteatoma of the Tem- 
poral Bone. Arch. Otolaryngol., 1929, x, 398. 


It was formerly thought that a cholesteatoma de- 
veloped only after rupture of a drum membrane 
and invasion of the middle ear by epithelium, but 
it is now known that such a tumor may occur in 
other parts of the skull without the previous rupture 
of a drum. 

The author reports a case of histologically proved 
cholesteatoma in the temporal bone without pre- 
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ceding ear disease. The process seemed to have 
developed in the region of the asterion, and was in- 
sidious, symptomless, and destructive. It was 
operated upon successfully. 

GeorcE R. McAuttrr, M.D. 


Viasto, M.: The Chorda Tympani Nerve in Otology. 
Proc. Roy. Soc. Med., Lond., 1929, xxii, 1568. 


The author gives a brief résumé of the anatomy 
of the chorda tympani nerve and discusses the effect 
of common otological procedures on this nerve. He 
states that because of its vulnerable position it is 
frequently involved in attic suppuration. 

The test commonly used to establish the function 
of the chorda tympani is the determination of the 
patient’s ability to recognize taste on the anterior 
two-thirds of the tongue. Observations on the sense 
of taste are tedious and unreliable. 

Vlasto reports two cases of ageusia following 
myringotomy. He states that in ossiculectomy the 
chorda tympani nerve is unavoidably injured. It 
is frequently injured also in radical mastoidectomy. 

In suppurative disease of the middle ear,injury of 
the chorda tympani occurs most often when the 
attic is involved. However, in many chronic cases 
it is not affected. 

In two cases of suspected injury to the chorda 
tympani the author found changes in the sub- 
maxillary glands. W. M. Paton, M.D. 


NOSE AND SINUSES 


Davis, J. L.: Middle Nasal Turbinal Abnormality, 
Fundamentally Responsible for Many Common 
Ills Regarded Usually as of Doubtful or Un- 
known Origin. Surg. Clin. N. Am., 1920, ix, 1273. 


The author calls attention to the association be- 
tween abnormalities of the middle turbinate and a 
wide range of disease processes. 

He divides cases of abnormalities of the middle 
turbinate into three groups. In cases of the first 
group the abnormalities consist of variations from 
the normal in size, shape, and position. The middle 
turbinate is rigidly fixed against the lateral nasal 
wall, and the reflexes responsible for the malady are 
due to the pressure against the sensitized ethmoidal 
structure. 

In cases of the second group there are extensive 
inflammatory changes in addition to variations from 
the normal in the shape and position of the turbinate. 
The degenerative changes involve both the turbinate 
and the adjoining ethmoid. 

In cases of the third group the posterior portion 
of the middle turbinate impinges rigidly against 
the posterior septal wall and it appears that the 
turbinate developed posterior to its usual location. 

Among the maladies resulting from the deform- 
ities in cases of Group 1 are headache, neuralgia, 
neuritis, neurasthenia, amnesia, hysteria, dysmenor- 
rhoea, tinnitus aurium, vertigo, and digestive disturb- 
ances. The author believes that there is a close associ- 
ation between headaches and turbinal abnormalities. 
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In cases in Group 2 the deformities may result in 
paroxysmal sneezing, disturbance of olfaction, hay 
fever, and asthma. Degenerative processes with 
more or less polypoid formation are always present 
in asthma and hay fever. 

In cases of Group 3, ozena is a common sequela. 

The article includes illustrations demonstrating the 
anatomy of the nasal structures at various ages. 

W. M. Paton, M.D. 


Gardham, A. J.: Endothelioma of the Nasophar- 
ynx: An Infiltrating Tumor at the Base of the 
Skull. Brit. J. Surg., 1929, xvii, 242. 


Gardham reviews the literature on endotheliomata 
of the pharynx, describes the signs and symptoms, 
metastases, microscopic appearance, and treatment 
of these tumors and reports nine cases, four of 
which were his own. 

The most prominent symptoms in the cases re- 
ported were trifacial neuralgia in three, enlargement 
of the glands of the neck in three, deafness in two, 
and hemorrhage from the pharynx in one. 

Sections of the tumors showed carcinoma-like 
characteristics. The neoplasms were composed of 
large irregular cells, mostly spheroidal, lying in a 
stroma rich in connective tissue. There was no 
evidence of degeneration or the formation of cell 
nests. Some of the sections showed marked clefts 
or clear spaces. The cells were commonly arranged 
as tubules. The typical findings are shown in two 
photomicrographs. 

The clinical appearance of the endothelioma 
varies. Usually the tumor is small and sessile and 
lies in the lateral wall of the pharynx in the region 
of the eustachian orifice. It is pink and firm, and in 
the early stages practically free from ulceration. It 
has a peculiar tendency to spread widely under- 
neath the mucous membrane without producing 
ulceration. This tendency results in wide involve- 
ment of the structures at the base of the skull. All 
of the cranial nerves may be involved, and in the 
terminal stages there may be involvement of the 
nerves of the jugular fossa. The second and third 
divisions of the trigeminal nerves are commonly 
affected. Involvement of the sixth nerve is regarded 
by some observers as one of the cardinal signs. 
Direct infiltration of the internal pterygoid and of 
the levator palati has been reported. Unilateral 
deafness resulting from obstruction to the lumen of 
the eustachian tube is an early characteristic sign. 
Invasion of the cranial cavity may take place early, 
but its symptoms often develop quite late. 

The prognosis is distinctly unfavorable. The best 
results are obtained from the use of radium tubes. 

W. M. Paton, M.D. 


Ruskin, S. L.: The Neurological Aspects of Nasal 
Sinus Infections: Headaches and Systemic 
Disturbances of Nasal Ganglion Origin. Arch. 
Otolaryngol., 1929, X, 337- 


Many of the manifestations attributed directly 
to the absorption of toxic products from infected 


sinuses are not due to that cause primarily but are 
the result of nerve irritation from the inflamed sinus 
membrane. These neurogenic disturbances can be 
grouped as acute pains in sinus inflammation, chronic 
neuralgias, functional vasomotor and _ secretory 
states, and systemic effects induced chiefly through 
the trigeminal, facial, and vegetative systems. 

The clinical picture of involvement of the tri- 
geminal nerve may be direct, as in ophthalmic 
migraine secondary to irritation of the ethmoid 
nerves, or indirect, from the nasal ganglion. In the 
facial system, irritation may be transmitted from 
the nasal ganglion through the greater superficial 
petrosal nerve. In the vegetative system, reflexes 
occur between the sympathetics of the nasal ganglion 
and the nerves supplying the thoracic, lumbar, and 
sacral regions. 

On the basis of these facts, nerve blocking of the 
nasal ganglion is a rational treatment for non-sup- 
purative sinus disturbances. 

GrorcE R. McAuttrr, M.D. 


Thomson, E. S.: Conditions of the Optic Nerve 
Caused by Disease of the Sinuses. Arch. 
Otolaryngol., 1929, x, 248. 

The author believes that sinus disease is re- 
sponsible for a considerable proportion of the cases of 
retrobulbar neuritis, plastic neuritis, and a form 
characterized by sudden functional depression with 
no change in the appearance of the optic nerve. 
The neuritis is the result of direct infection from 
the sinuses, usually the ethmoids and sphenoids, and 
is not toxic. The treatment indicated in the major- 
ity of cases is thorough operation on the sinuses. If 
the operation is performed early enough the re- 
sults are uniformly good. Manrorp R. Wattz, M.D. 


Seecof, D. P.: Vincent’s Organisms in Chronic 
Sinusitis, Osteomyelitis of the Frontal Bone, 
Orbital Cellulitis, Meningitis, and Pulmonary 
Gangrene: Report of a Case. Arch. Ololaryngol., 
1929, X, 384. 

The author reports a fatal case of Vincent’s 
angina which apparently had its origin in the throat 
and spread to the sinuses, meninges, and brain. 
Autopsy revealed chronic infection of the frontal, 
ethmoid, and sphenoidal sinuses, osteomyelitis of 
the frontal bone, cellulitis of the left orbit, localized 
meningitis, and pulmonary gangrene. In all of these 
locations the Vincent organisms were associated 
with other bacteria. Seecof attributes the intracra- 
nial lesions to spread of the infection of the sinuses 
through the diploé of the frontal bone, and the pul- 
monary lesion to the aspiration of pus from the 
throat. Georce R. McAuurr, M.D. 


Barwell, H.: The Present Treatment of Inflam- 
mation in the Maxillary Antrum and Frontal 
Sinus. Proc. Roy. Soc. Med., Lond., 1929, xxii, 
1423. 

The author states that in the treatment of maxil- 
lary and frontal sinus infections the object is to ob- 
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tain unimpeded drainage (usually permanent) of the 
affected cavity into the nose. The operation rec- 
ommended for the average antrum infection which 
does not respond to two or three tappings is the for- 
mation of a large intranasal opening without sacri- 
fice of the anterior end of the inferior turbinate. 
Very severe cases with a foul discharge are operated 
upon through the canine fossa. The author believes 
that in neither operation is removal of all of the 
naso-antral ridge as important as some surgeons 
think. Acute frontal sinus infection is rarely oper- 
ated upon by the external route, but when neces- 
sary, the author removes the entire floor of the sinus 
together with the anterior ethmoid cells instead of 
performing a Killian operation and does not pack. 
MAnrorpD R. M.D. 


Skillern, R. H.: Chronic Ethmoiditis: Its Con- 
servative Surgical Treatment. Ann. Otol., 
Rhinol. & Laryngol., 1929, xxxviii, 716. 


The basic principles of the treatment of ethmoid- 
itis are aération and drainage. In simple catarrhal 
infections, the swollen and often infected middle 
turbinate is removed and after five days use is made 
of tampons of a 10 to 20 per cent solution of a non- 
irritating silver preparation in half water and half 
glycerine. 

In the purulent infections confined to single cells 
of either the anterior or the posterior group, aération 
is obtained by complete removal of the middle 
turbinate and opening of the individual cells by 
means of a hook and Grunwald forceps. 

In suppuration of the entire labyrinth, complete 
exenteration of the labyrinth followed by tampons 
wet with a silver preparation is necessary for a per- 
manent result. 

The treatment of the hyperplastic types of eth- 
moiditis consists essentially in as complete removal 
as possible of the hyperplastic tissue and the under- 
lying bony attachment. Manrorp R. Wattz, M.D. 


MOUTH 


Petrov, N., and Kuzmina, E.: The Treatment of 
Carcinoma of the Tongue (Die Behandlung des 
Zungencarcinoms). Vestnik. Chir., 1928, xliii, 23. 

The authors estimate that, in Russia, cancer of 
the tongue is responsible for 5,000 deaths yearly. In 

a period of one and a half years at the Oncological 

Institute in Leningrad they saw forty-one cases. 

The treatment is divided into operative procedures 
with the knife, fulguration by means of a diathermy 
apparatus, and roentgen or radium irradiation. It 
must be planned according to the site and extent of 
the tumor in the tongue and the lymph glands in the 
neck. When the carcinoma is very small and a sim- 
ple exploratory excision to secure a specimen for 
histological examination would be equivalent to 
cutting out almost all of the tumor, the nodule 
should be excised with the knife, the excision being 

made in healthy tissue at a distance of at least 1% 

cm. from the lesion, and prophylactic roentgen or 
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radium irradiation of the cervical region should then 
be done. Larger cancers, even if readily accessible 
to excision, may on occasion be treated by the in- 
sertion of radium needles or radium tubes either 
without excision or immediately following excision 
with the diathermy knife. It has not yet been de- 
termined whether preliminary excision improves 
the prognosis or renders it less favorable. At any 
rate, the cervical region should be irradiated. 

Lingual cancers which, because of their size or 
close proximity to the mandible, are not accessible 
to a radical procedure, should be coagulated and 
then treated with radium. Cancers located in the 
base of the tongue may sometimes be caused to dis- 
appear by the deep insertion of radium tubes. 
Lingual cancers infiltrating the floor of the mouth 
are nearly always incurable. They are best in- 
fluenced by a combination of diathermy excision 
and radium treatment, but recur in a very short 
time. Hard lymph glands in the neck which are 
readily palpated but still movable necessitate very 
radical removal. This is best done by the method 
of Crile: exeresis of the entire cellular mass in the 
neck together with the sternocleidomastoid muscle, 
the entire internal jugular vein from the mastoid 
process down to the clavicle, and all of the contents 
of the submaxillary and submental regions including 
the lymph and salivary glands. This operation is 
usually limited to one side, but is sometimes done 
bilaterally and is then performed in two stages. In 
sixteen such operations, five of which were bilateral, 
the authors had one fatality. 

The immediate and end-results of the treatment of 
carcinoma of the tongue by surgery and irradiation 
are collected from the world literature and presented 
in two tables. 

The authors have treated thirty-four cases with 
radium-emanation needles and radium-element 
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tubes. In twenty, immediate disappearance of the 
tumor was accomplished. In ten cases which were 
traced the patient remained free from recurrence 
for from six to sixteen months. 

The most important factor in the present-day 
treatment of cancer of the tongue is early diagnosis. 
When the cervical glands have become involved the 
chance of permanent cure is very slight. 

N. Petrov (Z). 


NECK 


Richter, H. M.: Thyroidectomy. Surg., Gynec. & 
Obst., 1929, xlix, 67. 

In describing his method of performing thyroidec- 
tomy the author states that the use of iodine 
in the treatment of thyrotoxicosis has materially 
influenced the ante-operative and postoperative 
reactions as well as the mortality rate. He reviews 
a series of 500 cases with 1 death. 

Richter employs local infiltration anesthesia 
supplemented by nitrous oxide oxygen. He separates 
the prethyroid muscles in the midline through a 
transverse incision. When unusual exposure is 
required he does not hesitate to divide the strap 
muscles. The gland is delivered by the use of 
sharp retractors hooked into the gland which have 
been found of greater aid than forceps. After 
ligation and division of the superior thyroid vessels 
on each side, the isthmus is divided with care not 
to injure the trachea beneath. This procedure 
makes it possible to elevate each lobe and to perform 
a subtotal thyroidectomy safely under direct 
vision. 

The author emphasizes the importance of remov- 
ing as much gland as possible in the treatment 
of thyrotoxicosis. In most cases he sews up the 
wound without drainage. Joun H. Gartock, M.D. 


SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 

Speranskij, A.: The Mechanism of Segmental 
Brain Affections and Their Importance in the 
Pathogenesis of Certain General and Local 
Processes (Ueber den Mechanismus der segmen- 
taeren Gehirnaffektionen und dessen Bedeutung in 
der Pathogenese einiger allgemeiner und lokaler 
Prozesse). Vestnik Chir., 1929, xvi, 21. 

This article reports a large number of experiments 
carried out by the author and his co-workers on 
animals to determine more exactly the part played 
by the central nervous system in different processes 
running a local course. In previous investigations 
the author demonstrated that the fluid (“lymph’’) 
in the peripheral nerve trunks empties into the 
cerebrospinal fluid, and that the afferent flow of the 
nerve “lymph” to the arachnoid sac can be con- 
siderably accelerated by lowering the pressure of 
the spinal fluid (by repeated aspiration) or by raising 
the pressure at the periphery, in the musculature, 
where most of the nerve end-apparatus are located. 

When, for example, a 10 per cent emulsion of the 
“fixed virus of rabies is injected in amounts of 30 
c.cm. into the musculature of dogs, the dogs will re- 
main healthy, but if, after the injection of the virus, 
repeated suboccipital aspirations of the spinal fluid 
are done, about two-thirds of the dogs subjected to 
the injections will become afflicted with rabies. If 
equal amounts of tetanus toxin are injected into the 
musculature of the legs of two dogs and one dog re- 
mains lying on the floor of a low cage while the other 
draws around for a few hours a small wagon loaded 
with stones, the second dog will become affected 
with tetanus much earlier and more severely than 
the first dog. If equal amounts of a carmine emul- 
sion are injected into the triceps muscle of the leg of 
a dog on both sides and one of the legs is kept at rest 
while the other is subjected to electrical stimulation 
for hours (increased pressure at the periphery) the 
entire sciatic nerve on the stimulated side up to the 
spinal cord will be stained whereas on the unstimu- 
lated side the stain will be found along the nerve for 
only a short distance. The nerve trunks have an 
affinity for various substances, which therefore 
reach the central nervous system directly. If, for 
example, solutions of atoxic salts (such as sodium- 
phosphate buffer solutions) are injected intrave- 
nously into dogs or rabbits, no signs of intoxication 
are observed, but if even smaller amounts of the 
same solutions are injected into the muscles, which 
derive their innervation from the cauda equina, the 
animals will develop very pronounced symptoms of 
illness such as dyspnoea, muscle contraction, trem- 
bling, and salivation. Subdural injections of these 
substances lead to severe spasms and death. 


NERVOUS SYSTEM 


Various and numerous experiments have led the 
author to conclude that all toxic infections (scarlet 
fever, diphtheria, tetanus, and dysentery) injure the 
central nervous system primarily, and that all pe- 
ripheral disease foci are to be considered secondary 
manifestations of these nerve injuries. 

The fact that the action of antitoxins is better 
following their intramuscular injection than follow- 
ing their subcutaneous injection is explained by the 
author by the assumption that in the musculature a 
higher internal pressure prevails and therefore the 
injected substances penetrate into the nerve trunks 
sooner and are transported in them to the nervous 
system. He suggests that in severe cases of diph- 
theria it may perhaps be advantageous to inject the 
antitoxin not only intravenously but also into the 
muscles of the face and neck as the nerve tracts of 
these muscles (the temporals, masseters, pterygoids, 
and sternomastoids) lead to the vicinity of the vital 
portion of the central nervous system of the medulla 
oblongata. 

Experiments on dogs carried out by ViSnevskij, 
one of the author’s co-workers, demonstrated the 
nervous origin of local ulcers. ViSnevskij was able to 
produce ulcers on the paws of both legs in symmet- 
rical locations by infecting the divided sciatic nerve 
and subsequently aspirating the cerebrospinal fluid. 
Accordingly, the basis of such “trophic” ulcers is a 
segmental injury of the spinal cord. 

In a similar way it has been possible for the author, 
in collaboration with Manenkov, to produce so- 
called ‘“‘sympathetic inflammations” of the eyes in 
dogs. Small particles of non-sterile copper wire were 
introduced into the anterior chamber of one eye and 
thereafter from 10 to 20 c.cm. of spinal fluid were 
aspirated in the region of the back of the neck every 
second or third day in order to accelerate the afferent 
flow of the toxic fluids along the nerve tracts to the 
brain. The animals developed iridocyclitis and 
panophthalmitis in the injured eye, and after from 
five to fifteen days the other eye also became in- 
volved, showing first a pericorneal injection and then 
diffuse clouding of the cornea. 

With BuSmaking, Pigalev, and Manenkov, the 
author was able to demonstrate also a very distinct 
relationship between suppurative peritonitis and 
the central nervous system. The experiments were 
carried out on rabbits with a definite strain of strep- 
tococcus. From 1/20 to 1/30 c.cm. of a pure culture 
killed every animal in from ten to twenty hours 
after its intraperitoneal inoculation. Other rabbits 
which were prepared by division of both vagus 
nerves below the diaphragm proved more resistant 
to the streptococcus infection of the peritoneal 
cavity, in spite of their poor general resistance, than 
normal rabbits. Therefore, in peritonitis we must 
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SURGERY OF THE NERVOUS SYSTEM 


differentiate two entirely independent processes— 
an inflammatory process in the abdominal cavity 
and a toxic process in the cauda equina. The second 
process is prevented by division of the vagus 
nerves, the entire danger of the peritonitis being 
thereby diminished. 

Experiments were carried out on rabbits also 
with regard to tuberculous infection. At first, 
poisoning of one vagus nerve with carbolic acid, 
tuberculin, or scarlet fever “toxin” was followed by 
aspiration of the spinal fluid to increase the intoxica- 
tion of the vagus nucleus in the medulla oblongata. 
This was followed by subcutaneous or intravenous 
infection with a weak culture of tubercle bacilli. 
The result was a more marked involvement of the 
lung on the side of the vagus injury, which was 
later followed by involvement of the lung on the 
other side. The pulmonary tuberculosis in the 
animals so treated was always more pronounced 
than that in the untreated controls. From these 
experiments the author concludes that the local 
sensitivity of the organism to tuberculosis may be 
increased by injuries in the central nervous system 
without local injury. 

Finally, the author, in association with Pono- 
marev and Pigalev, carried out experiments on 
rabbits with regard to cancer. Local painting of the 
ears with tar was followed by the aspiration of the 
spinal fluid from the subarachnoid space. In addi- 
tion, injections of thin tar emulsions were made into 
the subarachnoid space suboccipitally. An accelera- 
tion of the precarcinomatous changes (keratosis and 
papilloma formation) was noted. The author be- 
lieves that an injury of the corresponding center in 
the brain is necessary for the cancerization of the 
epithelial cell in the living organism, and that this 
injury should be considered the primary factor dis- 
turbing the nervous regulation of the normal life of 
the cells and thereby giving rise to malignant un- 
coérdinated growth. 

As the chief result of the investigation, which was 
made with hundreds of experiments, the author 
gives it as his “impression” that the nervous system 
is involved in all “local” and “general” patholog- 
ical processes and very often organizes them it- 
self. He concludes that the nervous system plays a 
much more important réle in the pathology of in- 
fection and immunity than is generally assumed. 

N. Petrov (Z). 


Leavitt, F. H.: Brain Tumors in Childhood. A 
Clinicopathological Study. Am. J. M. Sc., 1929, 
clxxviii, 229. 

Brain tumors occur with relative frequency in 
infancy and childhood. 

Of 350 verified brain tumors examined on the 
services of the Philadelphia, Children’s, University, 
Episcopal, and Orthopedic Hospitals, Philadelphia, 
23 occurred in children, and of these 23, 15 were cere- 
bellar gliomata. 

In most cases of brain tumor in children there is a 
history of a rather rapid onset of vomiting and head- 
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ache soon followed by drowsiness and signs of in- 
creasing intracranial pressure indicated by rapidly 
developing papillcedema with retinal hemorrhages, 
disturbance of the gait, enlargement of the head and 
McEwan’s “cracked pot’ sign in infants, and the 
localizing symptoms of the growth which may be 
determined by careful neurological examination. 

The author emphasizes the importance of earlier 
recognition of cerebral neoplasms in children with 
obscure head symptoms. 

The distressing symptoms may be cured or at 
least alleviated by surgical and electrotherapeutic 
measures. 

The usual types of tumors encountered are the 
tuberculomata, the congenital tumors, and tumors of 
the glioma group. Statistics of recent date compared 
with those of twenty years ago show a decrease in 
the frequency of tuberculous growths. In the 350 
cases reviewed there were only 2 tuberculomata. 
These occurred in children. The congenital tumors 
(adenomata) are generally suprasellar lesions and 
produce symptoms of dyspituitarism. The glioma 
group, particularly medulloblastomata, spongio- 
blastomata, and astrocytomata, constitute about 75 
per cent of the new growths in pre-adolescent brains 
and 4o per cent of all brain tumors. In childhood 
they usually occur in the midcerebellar region, aris- 
ing from the roof of the fourth ventricle and pro- 
jecting into the vermis. In this situation they are in 
the most critical position to endanger life and pro- 
duce an early internal hydrocephalus by pressure on 
the iter. Numerous cases reported in the literature 
in which apparently idiopathic hydrocephalus de- 
veloped were found at autopsy to be cases of micro- 
scopic gliomata occluding the iter. The meningi- 
omata, acoustic tumors, and endotheliomata, so com- 
mon in adult life, are quite uncommon in childhood. 

The ‘fetal rest’’ theory of the genesis of neoplastic 
growths is supported by the identical occurrence of 
cerebellar tumors in monozygotic twins. 

Knut H. Houck, M.D. 


Bailey, P., and Bucy, P. C.: Oligodendrogliomata of 
the Brain. J. Path. & Bacteriol., 1929, xxxii, 735. 


The authors trace the discovery of the oligoden- 
droglia as cells of the normal nervous system as well 
as cells forming gliomatous tumors. They discuss 
the normal and pathological characteristics of these 
cells, the methods by which they are stained and 
their relation to astrocytes, neuroglia, and other 
cells. They then report four cases of oligodendro- 
glioma in detail and present data concerning nine 
others. 

- Oligodendroglial tumors have thus far been found 
only in the cerebral hemisphere, but may occur in 
any part of the central nervous system. They de- 
velop most frequently in adults, but have been found 
also in children. They grow very slowly; the aver- 
age duration of the symptoms at the time operation 
is performed is fifty-seven and a half months. They 
are relatively benign, the average survival after 
operation being thirty-nine and two-tenths months. 


The tumors are almost invariably calcified and are 
easily visualized in roentgenograms, especially 
when the Potter-Bucky diaphragm is used. 

Davip J. Impastato, M.D. 


Dock, G.: Sluder’s Nasal Ganglion Syndrome and 
Its Relation to Internal Medicine. J. Am. M. 
Ass., 1929, xciii, 750. 

Because of the varying nature of the Sluder syn- 
drome, patients with this syndrome often apply for 
treatment first to the internist or general practi- 
tioner. The condition has two main forms: the 
neuralgic and the sympathetic. In the former there 
is pain or paresthesia in various parts of the face 
and head and sometimes in the neck and shoulders. 
In the latter, the manifestations are usually rhinor- 
rhoea, coryza, sneezing, nasal obstruction, swelling 
and irritation of the mucous membranes, swelling 
of the eyelids, and photophobia. In some cases the 
condition suggests non-seasonal hay fever or even 
asthma. All of the symptoms yield to concainization 
of the nasal ganglion. The patients are frequently 
neurotic, but as a rule present none of the stigmata 
of hysteria. 

The article is concluded with a consideration of the 
anatomy and pathological processes in the ganglion, 
both proved and speculative. 

Leo M. Davwworr, M.D. 


SPINAL CORD AND ITS COVERINGS 


Forgue, E., and Laux, G.: Anatomical Details of 
the Relations of the Nerve Roots in the Lumbo- 
sacral Subarachnoid Space (Quelques précisions 
anatomiques concernant les rapports des racines 
nerveuses dans |’espece sous-arachnoidien lombo- 
sacré). Presse méd., Par., 1929, xxxvii, 895. 


It is important in lumbar puncture and the in- 
duction of spinal anesthesia to know the segmental 
topography of the nerves of the cauda equina with 
relation to the wails of the arachnoid-dural space. 
This is best demonstrated by successive transverse 
sections of the lumbodorsal cord. The authors in- 
clude photographs of such sections in their article. 

The sections show that the nerves of the cauda 
equina are arranged in two planes, one on each side, 
which pass out from each other obliquely in a fan 
shape as they run from their origin to the foramina 
through which the nerves make their exit from the 
canal. The two planes of roots form the lateral 
boundaries of an anterior space that, in the lumbar 
segment of the cord, is filled only with spinal fluid. 
Accordingly, in the lumbar segment, and par- 
ticularly at the level of the fourth lumbar space, a 
needle introduced exactly in the midline will enter 
this space without injuring any of the roots. There 
are doubtless individual variations and the curva- 
ture of the body in lumbar puncture tends to bring 
the two lamine closer together, but if a good 
technique is employed, the needle being introduced 
exactly in the midline, lumbar puncture is usually 
safe in the fourth, third, and second lumbar spaces. 

Auprey G. Morcan, M.D. 
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MacGregor, D. A.: The Diagnosis of Tumors of the 
Spinal Cord. West Virginia M.J., 1929, xxv, 513. 


Spinal cord tumors are relatively rare. They con- 
stitute only from 14 to 2 per cent of all neoplastic 
lesions. According to Frazier, an average time of 
two and two-fifths years elapses before a definite diag- 
nosis is made. Such tumors may occur at any age, 
and may be divided into: 

1. The extradural or paravertebral tumors, lying 
outside the spinal dura mater. 

2. The intradural, extramedullary tumors, lying 
within the dura mater but outside the substance of 
the cord. 

3. The intradural, intramedullary tumors, lying 
within the substance of the cord. 

The intradural, extramedullary group, which con- 
stitutes about 70 per cent of all cord tumors, are the 
most amenable to surgery and offer the best prog- 
nosis. The extradural and intradural intramedullary 
tumors have an incidence of 15 per cent each and 
offer a less favorable prognosis. 

In the diagnosis of spinal cord tumor the anam- 
nesis is of first importance. To help in its interpre- 
tation the course of spinal cord tumors is divided 
into three stages, namely: (1) the irritative stage, 
(2) the stage of beginning compression, and (3) the 
stage of marked compression. It is in the irritative 
stage, which is the longest, that the symptoms are 
most often misinterpreted. The symptoms in this 
stage depend on the location of the lesion. Pain is 
not a constant symptom of cord tumors. A tumor 
situated anteriorly will cause symptoms of anterior 
root irritation, but no pain. In the other stages of 
the development of spinal cord tumors gross sensory 
and motor manifestations appear and the diagnosis 
is made more easily. 

When the history and sequence of events indicate 
a focal spinal cord lesion causing compression, exact 
localization of the lesion becomes imperative. Local- 
ization is aided by the following procedures: 

1. The neurological examination. This still re- 
mains the most valuable method. Fay’s method of 
localization by observation of vasomotor and pilo- 
motor phenomena may be of considerable value. 

2. Lumbar puncture and manometric studies of 
the cerebrospinal fluid pressure. 

3. Ayer’s combined cisternal and lumbar punc- 
ture. 

4. Visualization by means of: (a) Dandy’s air 
method, and (b) lipiodol or campiodol. 

5. Exploratory laminectomy. 

6. Laboratory aids: examination of the spinal 
fluid and urine, roentgenograms of the spine, studies 
of the blood chemistry and serum, and microscopy. 

Two aspects of the differential diagnosis are re- 
viewed: the differentiation of the three varieties of 
spinal cord tumors, and the differential diagnosis of 
spinal cord tumors from other conditions. In the 
early stages of cord tumor the conditions to be ruled 
out are peripheral lesions, such as neuritis, neuralgia, 
sciatica, lumbago, and myositis, and in the later 
stages, multiple sclerosis, transverse myelitis, syrin- 
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SURGERY OF THE NERVOUS SYSTEM 


gomyelia, meningovascular syphilis of the cord, 
adhesive arachnoiditis, amyotrophic lateral scle- 
rosis, Hodgkin’s disease of the cord, multiple myelo- 
ma, aneurism of the aorta, pachymeningitis hyper- 
trophica cervicalis, cervical rib, Pott’s disease, 
‘Alaa el arthritis and spondylitis, and vascular 
ues. 

Cauda equina tumors are briefly discussed, the au- 
thor stating that their symptoms are essentially 
those of peripheral nerve involvement. 

Davw J. Impastato, M.D. 


Alajouanine and Petit-Dutaillis: Compression of 
the Cauda Equina by a Tumor of an Interver- 
tebral Disk; Removal Followed by Recovery 
(Compression de la queue de cheval par une tumeur 
dun disque intervertébral; ablation suivie de guéri- 
son). Bull, et mém. Soc, nat, de chir., 1929, lv, 937. 


The patient whose case is reported was a man of 
thirty-seven years who came for treatment for 
sciatica. About four years previously he had been 
confined to bed with pain in the lumbosacral region 
and in the region of the left leg which is supplied 
by the sciatic nerve. He attributed this attack to 
the lifting of heavy weights. A few months later 
the sciatica recurred and persisted for several 
weeks. Since then he had had more or less per- 
manent lumbosacral pain with acute exacerba- 
tions. He had suffered almost continous pain for a 
year, and his spinal column had become rigid. 
During the past few months he had limped and 
his left leg had been weak. The pain stopped when 
he lay down, but began again when he stood up for 
a few minutes. 

Examination revealed contracture of the lum- 
bosacral muscles on the left side and slight scoliosis 
of the lumbar column. When the trunk was flexed 
the lumbar segment remained rigid and there was 
marked flexion of the lower limbs. Percussion of the 
spinous processes caused moderate pain over the 
fifth lumbar vertebra. On the right side the tendon 
reflexes were normal, but on the left the Achilles 
tendon and plantar reflexes were abolished and the 
patellar reflex was decreased. Painful points were 
found along the sciatic nerve and Laségue’s sign 
was observed. Anesthesia for touch, pin-pricks, 
and heat was present in the region of the sacral 
roots and up to the third lumbar vertebra. The 
patient complained of a feeling of weight in the 
feet, painful coldness of the leg with slight dis- 
turbance of the sphincters and decreased genital 
function, in short, the syndrome of a lesion of half 
of the cauda equina. 

Lumbar puncture withdrew a clear fluid contain- 
ing 0.50 gm. of albumin and two cells per cubic milli- 
meter and having a negative colloidal benzoin and 
Wassermann reaction. The roentgenogram showed 
no lesions of the bodies of the vertebre or the lamina 
and no spina bifida occulta but revealed lumbariza- 
tion of the first sacral vertebra, a lumbar costiform 
process on the right side and another such process, 
twice as large, on the left side which seemed to be 
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continuous with the wing of the sacrum with which 
it articulated. A first test with lipiodol was negative, 
but when a second test was made the lipiodol stopped 
at the lower border of the fifth lumbar vertebra to 
the left of the midline and the arrest persisted for 
three days. 

As the authors did not believe that the vertebral 
malformation could be responsible for the signs of 
injury of the cauda equina, they made a diagnosis 
of tumor pressing on the cauda equina and performed 
a laminectomy of the fourth and fifth lumbar and 
first sacral vertebra. A small tumor was found on 
the intervertebral disk between the fifth lumbar 
and first sacral vertebra. This was removed. His- 
tological examination showed it to be fibroid with 
no fibroblasts and no trace of neoplastic or in- 
flammatory growth. It was possibly not a true 
tumor, but only a malformation of the disk. 

The patient recovered rapidly, and the signs of 
compression of the cauda equina disappeared. 

RosINnEAU, who read this report to the Society, 
described two similar cases of his own, criticized 
some points in the procedure of Alajouanine and 
Petit-Duataillis, and discussed some of the details 
of the technique of lipiodol examination. 

Aubrey G. Morcan, M.D. 


Owen, H. R., and Fay, T.:_ Chordotomy for Gastric 
Crises, Complicated by Acute Intestinal 
Obstruction. Ann. Surg., 1929, xc, 434. 


The chordotomy in the case reported by the 
authors was performed under local anesthesia, with 
the neurologist standing by to determine the extent 
of analgesia produced as the knife cut successively 
deeper into the cord in the region of the antero- 
lateral columns. Analgesia with partial therm- 
anesthesia was obtained on the right side of the 
body as high as the nipple line and on the left side as 
far as the hip. The area of anesthesia rose higher as 
the incision into the cord was deepened, and it ap- 
peared that the pain and temperature senses were re- 
presented by separate pathways in the cord. 

After a month’s freedom from pain, the patient 
developed intestinal obstruction. For this condition 
an exploratory laparotomy was done on the right 
side. Anasthesia was unnecessary. Manipulation 
and opening of the parietal peritoneum gave rise to 
no pain, whereas the visceral peritoneum was pain- 
ful. From this evidence it is concluded that pain 
fibers to the visceral peritoneum arise either bilater- 
ally in the cord or unilaterally in a segment above 
the third thoracic. Knut H. Houck, M.D. 


PERIPHERAL NERVES 


Gurevic, N.: Disease of the Peripheral Nerve 
Trunks in Endarteritis Obliterans (Zur Frage 
der Erkrankung der peripherischen Nervenstaemme 
bei obliterierender Endarteritis). Med. Mysl’, 1928, 
v, 48. 


In all of seven extremities which had been am- 
putated on account of endarteritis obliterans the 
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author found changes in the walls of the blood 
vessels supplying the nerves. In every specimen all 
stages of the obliterating process were to be noted. 
In the large vessels the obliterated lumen was often 
penetrated by new vessels which not infrequently 
were also involved by the pathological process. 

In the epineurium there was an exuberant growth 
of the vessels, some of which were pathologically 
changed. In some places there was a marked pro- 
liferation of connective tissue. 

The obliterating process was not equally de- 
veloped in the blood vessels and the surrounding 
tissues in all cases. When the blood vessels were in- 
jured most the clinical picture was that of a marked 
nervous affection. 

The author studied twelve cases of sciatica. In 
five there were definite symptoms of endarteritis 
obliterans, but in three, only weaker pulsation of 
the dorsalis pedis artery on the affected side was 
demonstrable, and in four there was no indication of 
endarteritis obliterans. Therefore it must be borne 
in mind that in certain cases of disease of the periph- 
eral nerve trunks the underlying condition is en- 
darteritis obliterans. These cases should be classified 
separately. E. BANNER-Voict (Z). 


Rose, G.: The Observation of Ganglion Cells in a 
Neurinoma of a Peripheral Nerve (Ueber die 
Beobachtung von Ganglienzellen in einem Neurinom 
eines peripheren Nerven). Deutsche Zischr. f. Chir., 
1929, CCXV, 409. 

In the case of a fifty-eight-year-old patient, the 
author removed a neurinoma of the median brachial 
cutaneous nerve which had developed in the course 
of the previous year. Besides the usual well-known 
cells, the tumor contained others which had the ap- 
pearance of fully developed ganglion cells. This was 
surprising as ganglion cells in neurinomata usually 
occur only at sites where they are normally present. 
In the tumor described they must have been newly 
formed where they were found. The author advances 
no theory as to their formation. W. NisseEt (Z). 


SYMPATHETIC NERVES 


Kiss, F., and Ballon, H. C.: The Coeliac Plexus and 
Its Branches. Arch. Surg., 1929, xix, 399. 

In describing the coeliac plexus from the stand- 
point of modern surgery, the authors discuss the 
roots, branches, and microscopic structure of the coe- 
liac ganglia and the plexus of nerves going to the 
various abdominal organs. Attention is called to the 
descriptions and illustrations of the pancreatic and 
duodenal plexuses, which have never before been 
illustrated. In microscopic study, the same types of 
fibers are found in the splanchnics, vagi, and 
branches of the cceliac plexus, viz., non-medullated 
(sympathetic fibers), .thinly medullated (sensory 
fibers in the splanchnics; parasympathetic in the 
vagi), and solitary fibers with thick medullary 
sheaths (motor fibers). It is most important to the 
surgeon to know that the sensory fibers to the cceliac 


plexus run in the splanchnic nerves. Fewer medul- 
lated fibers are found in the hepatic and renal 
plexuses than in the branches of the superior and in- 
ferior mesenteric plexuses. 

A block anesthesia of the splanchnic nerves on 
both sides gives the same result as infiltration of the 
coeliac ganglia with their uniting branches. Such 
anwsthesia can be obtained with a single injection 
because the nerves and ganglia lie in loose retroperi- 
toneal tissue. 

Since the rich hepatic and pancreatic plexuses lie 
in the field of many surgical procedures, important 
fibers may be easily damaged. 

Because of the intimate relationship of the various 
plexuses to one another and to the centrally placed 
coeliac plexus, certain lesions involving individual 
plexuses, such as the hepatic or the pancreatic, may 
have their signs and symptoms reflected to other 
organs. Certain disturbances referable to the 
duodenum and pancreas after operations on the gall 
bladder may be explained on this basis. 

Knut H. Houck, M.D. 


Leriche, R., and Fontaine, R.: Some New Facts 
Regarding the Normal Anatomy of the Sympa- 
thetic, Based on the Histological Examination 
of Forty Operative Specimens (Quelques faits 
nouveaux touchant l’anatomie normale du sympa- 
thique basés sur l’examen histologique de quarante 
piéces opératoires). Presse méd., Par., 1929, XXxvii, 
993. 

Twelve of the specimens described in this article 
came from the intermediate ganglion, thirteen from 
the cervical chain, eight from the lumbar chain, four 
from the pre-aortic chain, and three from the 
presacral chain. Jonnesco claimed that the inter- 

“mediate ganglion, which is interposed between the 
middle cervical and stellate ganglia, is only an en- 
largement of the nerve trunk and not a true ganglion, 
but in all of their twelve cases the authors found it to 
be a typical ganglion containing many ganglion 
cells with a microscopic structure just like that of 
the superior cervical and stellate ganglia. More- 
over, throughout the different nerve trunks they 
found true ganglion cells either in groups or scat- 
tered. Accordingly, the sympathetic chain is not 
formed of twenty-two ganglia (three cervical, eleven 
thoracic, four lumbar, and four sacral) and twenty- 
one internodal branches, but is really a continuous 
ganglion. The sympathetic nerves of the abdominal 
plexus all contain ganglion cells in varying numbers 
and sometimes even little ganglia that are visible 
macroscopically. 

These facts are of importance not only anatomical- 
ly but also physiologically. Langley based his theory 
of axon reflexes on the fact that bladder reflexes 
are preserved even when the inferior mesenteric 
ganglion is painted with nicotin, which suppres- 
ses its function. This argument is no longer valid 
since, as the reflex may be produced by ganglion 
cells in the course of the nerve, it is a true gan- 
glion reflex. Auprey G. Morean, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


MISCELLANEOUS 


Penfold, W. J., and Price, C. A. E.: The Refractive 
Index of the Cerebrospinal Fluid. Med. J. Aus- 
tralia, 1929, ii, 424. 

The authors state that the determination of the re- 
fractive index of the cerebrospinal fluid seems to 
offer definite possibilities in the diagnosis of certain 
diseases. To test its value they examined a series of 
normal and diseased fluids, using a Zeiss dipping re- 
fractometer with an accessory prism for the exami- 
nation of very small quantities of fluid. The obser- 
vations were made at a temperature of 17.5 degrees 
= =” a water bath and were always read by day- 
ight. 

In normal adult spinal fluid the average reading 
was found to be 1.33510 and there was much less 
variation between high and low limits than is shown 
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by other body fluids. The average reading for seven 
children was 1.33508. A marked rise in protein con- 
centration is associated with a rise in the index, while 
a moderate rise may not be associated with a rise in 
the index because of the compensating effect of an 
accompanying fall in the chlorides. 

Deviations of more than 0.00008 above or below 
the normal average index should be regarded as 
pathological. A definite rise in the index was found 
in cases of uremia and diabetic coma. Meningitis 
was usually, but not invariably, associated with a 
high index. In cases of intracranial tumors the 
index was normal or raised. In cases of encephalitis 
and anterior poliomyelitis it was practically normal. 
Spinal block was easily detected by comparing the 
indices of cisternal and lumbar fluids. The use of the 
index as a check on the chemical analysis of the 
fluid is discussed. Abert S. Crawrorp, M.D. 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Smith, G. Van S., and Marks, G. A.: Benign 
Tumors of the Female Breast; A Clinical 
and Pathological Study of 201 Cases Treated 
Between 1875 and 1928 at the Clinic of the 
Free Hospital for Women, Brookline, Massa- 
chusetts. Surg., Gynec. & Obst., 1929, xlix, 316. 

The authors classify benign tumors of the female 
breast into the following four groups: 

1. Periductal fibroma, a condition in which there 
is a distortion of the epithelial elements of the gland 
by the growth of the connective tissue stroma, 
mainly the periductal tissue. 

} 2. Fibrocystadenoma or fibro-adenoma, a tumor 

which is quite similar to the periductal fibroma but 

is cystic, very often only microscopically, with 
dilated acini. 

3. Papillary cystadenoma, a tumor with definite 
cyst formation and proliferation of the epithelial 
lining into papillz. 

4. Chronic cystic mastitis. 

The majority of the authors’ patients with 
periductal fibroma were under thirty years of age; 
all of those with fibro-adenoma were under thirty- 
five years; and most of those with papillary cystade- 
noma and chronic cystic mastitis were over thirty- 
five years. SAMUEL PERLow, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Stenstrém, B.: Carcinoma of the Trachea with 
Paralysis of the Right Recurrent Laryngeal 
Nerve (Carcinome parti de la trachée et s’accom- 
pagnant de parésie du nerf recurrent droit). Acta med. 
Scand., 1929, |xxi, 82. 

The author calls attention to rarity of carcinoma 
of the trachea, reviews the twenty-two cases which 
have been recorded in the literature, and reports a 
case of his own. Fifteen of the twenty-two patients 
whose cases are reported in the literature were men. 
The average age was forty-five years. The usual 
symptoms were cough, sometimes accompanied by 
hemoptysis, and dyspnoea. In two cases there was 
hoarseness. In thirteen, the symptoms had been 
present for a year or less. Death was usually due to 
asphyxia or pneumonia. In fifteen cases the tumor 
was at the level of the bifurcation of the trachea; in 
3, in the middle portion; and in 3, in the upper 
portion. In one case it occupied the whole length of 
the trachea. It was limited to the trachea in only 
six cases. Histologically, it was composed of squa- 
mous or cylindrical epithelium or both. 

The author’s case was that of man sixty-four 
years of age who, in April, 1928, began to have a 
persistent cough without fever and became hoarse. 
In July, 1928, he began to have pain in the neck and 


right shoulder. Although he denied syphilis, his 
Wassermann reaction was slightly positive. A 
diagnosis of aortitis and aortic aneurism was made 
and he was given anti-syphilis treatment. He devel- 
oped paralysis of the right arm, rales, and fever, and 
died December 26, 1928. 

Autopsy revealed pneumonia, moderate and 
diffuse dilatation of the aorta, and a tumor 3 cm. 
from the bifurcation of the trachea. Invading the 
peritracheal tissues, the tumor compressed the 
right recurrent laryngeal nerve and infiltrated the 
wall of the oesophagus. Histological examination 
showed it to be made up of elongated or polyhedral 
epithelial cells arranged in irregular strands and 
annular formations. In places the picture resembled 
that of a basal-celled epithelioma. The cartilages 
were not invaded. In the author’s opinion, the tumor 
had its origin in the glands of the tracheal mucosa. 

C. W. HAAGENSEN, M.D. 


Bettman, R. B., Kelly J., and Crohn, N.: The 
Effect of Intrabronchial Injections of Iodized 
Poppy Seed Oil, 40 Per Cent: An Experimental 
Study on Dogs. Arch. Surg., 1929, xix, 471. 


The instillation of 40 per cent iodized poppy seed 
oil into the bronchial tree of dogs was not followed by 
pneumonia nor any acute cellular reaction. Most of 
the oil was rapidly expelled by coughing, but small 
amounts were retained for at least seven months. 
The presence of the oil did not cause a definite 
foreign body reaction. Frank B. Berry, M.D. 


Jacoboeus, H. C., Selander, G., and Westermark, 
N.: A Study of Acute Massive Atelectatic 
Collapse of the Lung. Acta med. Scand., 19209, 
Ixxi, 439. 


The authors report their findings in three cases of 
acute massive collapse (two complete and one 
partial) occurring after hemoptysis in acute pul- 
monary tuberculosis, two cases of acute collapse in 
acute pneumonia, and four cases of collapse after 
the injection of lipiodol into the bronchi. In the 
last group it was possible to follow the development 
and disappearance of the collapse very accurately. 
Unlike the pulmonary collapse obtained in experi- 
ments on animals by plugging of the bronchi, which 
is not discernible in the roentgenogram until after 
from four to six hours, a collapse caused by lipiodol 
occurs in the course of from ten to fifteen minutes. 

As the degree and extent of the collapse bears no 
direct relation to the lipiodol filling of the bronchi, 
the authors assume that the cause is not the lipiodol 
alone, but the combined action of the lipiodol and 
a spasm or contraction of the bronchi. 

Their experience so far indicates that acute 
atelectatic collapse of the type described takes 
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SURGERY OF THE CHEST 


place principally in normal bronchi and the spasm 
and contraction occur only in normal bronchi. In 
pathological bronchi, neither bleeding nor the in- 
jection of lipiodol brings about atelectatic collapse. 


Cocke, C. H.: Massive Atelectasis. N. England J. 
Med., 1929, cci, 867. 

Massive atelectasis was first described by Pasteur 
in 1890, but its cause is still unknown. It is associ- 
ated with a markedly increased negative intrapleural 
pressure, whereas in pneumothorax the intrapleural 
pressure is positive. In massive atelectasis the lung 
does not leave the chest wall although its volume is 
lessened by elevation. of the diaphragm and sinking 
and retraction of the ribs. The pull is always toward 
the affected side, whereas in pneumothorax the pull 
is away from the affected side. X-ray examination 
in atelectasis shows a homogeneous density resem- 
bling that seen in pneumonia. 

Massive atelectasis has been found as a complica- 
tion of pneumonia, diaphragmatic pleurisy, acute 
pulmonary abscess, purulent bronchitis, acute 
meningitis, acute poliomyelitis, aneurism of the 
arch of the aorta, and carcinoma of the stomach. 

The author believes that while bronchial obstruc- 
tion is probably one of the chief factors in the devel- 
opment of the condition, paralysis of the diaphragm 
is also of importance. Fare I. Greene, M.D. 


Bérard, L., and Guilleminet, M.: Heroic Thoracec- 
tomy in Open Empyema in Pulmonary Tuber- 
culosis (La thoracectomie héroique dans l’empyéme 
ouvert des tuberculeux pulmonaires). Presse méd., 
Par., 1929, xxxvii, 898. 

When a tuberculous empyema is opened spon- 
taneously by a bronchial perforation or a fistula 
directly on the skin, the only effective treatment is 
thoracectomy. As a rule, especially when the acci- 
dent occurs in the course of an artificial pneumo- 
thorax, there is more or less rapid and severe infec- 
tion of the pleura. Patients with this condition are 
rarely sent to the surgeon early and are usually 
weakened by long illness and hectic fever. ‘The wall 
of the thorax is often infected from fistule following 
puncture, and the pleural cavity is lined by a shell 
of lardaceous tissue which is frequently very thick. 

The authors have operated on twenty such cases. 
In the first four, which were treated in the year 
1922 to 1923, they performed only a paravertebral 
thoracoplasty (nine to eleven ribs) in a single stage. 
In the next five, which were treated in the period 
from 1923 to 1925, they tried different methods of 
drainage and practiced puncture or pleurotomy be- 
fore the thoracoplasty. In the last eleven cases they 
performed a progressive operation in several stages, 
always preceded by drainage of the pleura. In this 
last group there was only one postoperative death. 
Five typical cases are reported. 

Among the twenty cases there were five very good 
results after periods ranging from a year to six and a 
half years. In two cases the results were good at 
first, but after several years the disease became 
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bilateral. In three cases, death occurred after peri- 
ods ranging from a day to a few weeks, and in four 
cases it occurred after several months. Six pa- 
tients are still under treatment and are doing well. 

The authors believe that operation will be suc- 
cessful more frequently when it is performed more 
often in cases of recent perforation and less often 
in cases of old open empyema. ‘They state that 
patients with closed empyema and _ tuberculosis 
should be sent to the surgeon as soon as the clinical 
and the roentgen examination show that medical 
treatment has failed. 

They prefer local anesthesia for the typical opera- 
tions (thoracoplasties) and general anisthesia in- 
duced with kelene for the atypical operations (pleu- 
rothoracectomies). Auprey G. Morcan, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Tuffier.: Gastro-@sophageal Anastomosis with an 
Intestinal Loop in Strictures of the Esophagus; 
the Roux Operation (A propos de l’anastomose 
gastro-oesophagienne par anse intestinale dans les 
rétrécissements de l’oesophage; opération de Roux). 
Bull. et mém. Soc. nat. de chir., 1929, lv, 727. 


In six cases of oesophageal cancer in which Tuffier 
performed the Roux operation he did not succeed in 
anastomosing the upper portion of the oesophagus 
and the intestinal loop either because the patient 
was satisified with the first operation or because 
the cachexia of cancer prevented further surgery, or 
because attempts at suture failed and a cervical 
cesophagocutaneous fistula remained. 

The first stage of the operation—resection of the 
small intestine, liberation of the skin up to the neck, 
anastomosis to the stomach, and the passing of the 
loop the length of the thorax—is relatively simple, 
but bringing the parts together above is difficult. 
In the six cases reviewed there were three deaths 
after the first stage of the operation. Roux recom- 
mended his operation, not for cancer, but for non- 
cancerous strictures of the oesophagus, e.g., cases of 
cicatricial stenosis, in which the patient’s resistance 
is better. Pace. 


Robertson, Sir C., and Brown, R. E. B.: Dermoid 
Cyst of the Mediastinum. Bril. J. Surg., 1920, 
XVli, 197. 

The authors report the case of a woman who 
sought treatment for paroxysms of coughing during 
which she frequently coughed up hairs. At the time 
of examination she had a temperature of ror degrees 
F. and was coughing up yellow granules and hairs. 
There were no abnormal physical signs in the chest. 
Roentgenograms showed a rounded, well-defined ab- 
normal shadow in the anterior mediastinum, to the 
right of the midline. A diagnosis of infected dermoid 
cyst was made. Operation was performed in two 
stages and followed by continuous suction drainage. 
Aside from superficial infection, the patient made a 
satisfactory recovery, and two months later was in 
good health. 
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As a rule, dermoid cyst of the mediastinum causes 
death within from one to four years after the onset 
of the symptoms unless operation is performed. It 
is generally agreed that complete excision is the only 
satisfactory treatment. 

The authors include in their article a tabulation 
by Beye of 119 cases and a tabulation by Auroussea 
of eight-five cases. These statistics show that treat- 
ment by simple incision and drainage has a high 
mortality. J. Frank Dovucurty, M.D. 


Heuer, G. J.: The Surgery of Mediastinal Dermoids. 
Ann. Surg., 1929, xc, 692. 

Mixter, C. G., and Clifford, S. H.: Congenital 
Mediastinal Cysts of Gastrogenic and Broncho- 
genic Origin. Ann. Surg., 1929, xc, 714. 


From an experience with four cases of mediastinal 
dermoid and a review of the literature, Heuer con- 
cludes that in cases of uninfected dermoid the 
approach should be made by a long intercostal 
incision with or without resection of a rib, and that 
in cases of infected dermoid or teratoma it should be 
such that the infected lesion may be isolated from 
the surrounding structures, an approach perhaps 
effected best by multiple rib resections. He believes 
that in cases of complicated infected dermoid and 
teratoma it is advisable to attempt to clear up the 
infection before removing the lesion. 

In cases of simple uninfected and otherwise un- 
complicated mediastinal dermoid, total removal is 
undoubtedly the treatment of choice since, according 
to the literature, it has been followed by the highest 
incidence of cure and the lowest mortality. In cases 
in which it is impossible because of extensive calcifi- 
cation, infection, or adhesions or is undesirable be- 
cause of the danger of postoperative complications, 
the surgeon must be content with incomplete ex- 
tirpation, but even this operation has given good 
results. 

Heuer believes that in one of his cases the com- 
munication of the dermoid with a large bronchus 
was responsible for the patient’s death. He con- 
cludes that under such circumstances the dermoid 
should be removed through the thoracic wall, if 
possible, and removed after the lung has become 


adherent to the parietal pleural around the point of 
communication. 

In cases of uninfected dermoids, closure of the 
thoracic wound should be complete and air-tight. 
In the literature there are reports of many cases in 
which drainage or tamponade of large cavities left 
after the removal of the lesion was done with un- 
satisfactory results. The cavity became infected 
and, if the patient survived, multiple thoracoplastic 
operations were necessary to obliterate it, conva- 
lescence was greatly prolonged, and an unsightly 
deformity resulted. It has been noted by most 
observers that pleural effusion is a common sequela 
of tumor removal. This may be treated by aspira- 
tion or, if infected, by continuous air-tight suction 
drainage. The drainage should be established, not 
through, but at a considerable distance from the 
closed thoracic wound. When this is done, the result 
may be as satisfactory as in simple empyema. 

Mrxter and report three entodermal 
cysts of the mediastinum, two of gastrogenic origin 
and one of bronchogenic origin. The symptoms and 
physical findings were similar to those in cases of 
intrathoracic dermoid and teratomatous growths in 
the same location. The fluid which was aspirated 
from the cysts was white, viscid, and semi-trans- 
parent. 

Histologically, the two gastrogenic cysts presented 
a typical section of the stomach wall, showing a 
mucosa with glands containing chief and parietal 
cells, a submucosa, a circular and a longitudinal 
layer of smooth muscle, and, in one specimen, a 
serosa and sympathetic nerve cells. The wall of the 
bronchogenic cyst was composed of fibrous tissue 
which was lined by epithelium partly ciliated and 
incorporated a small amount of cartilage and some 
smooth muscle. 

These tumors may have their origin in a pinching 
off of an out-bud from the foregut at the time of the 
development of the lung buds in the 4-mm. embryo. 

The treatment of cysts of the mediastinum is 
preferably extirpation in one stage. In some cases 
preliminary drainage may be indicated. Though 
the mortality of operation is high, surgery offers 
the only hope of cure. Jacos M. Mora, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Oughterson, A. W.: The Hypertrophy of Fascia 
and Its Use in the Repair of Large Scrotal 
Herniz. Surg., Gynec. & Obst., 1929, xlix, 387. 


In 1903, Halsted called attention to the marked 
hypertrophy of the cremaster in large scrotal hernize 
of five or six years’ duration and suggested the use of 
this muscle in the repair of such hernia. Oughterson 
calls attention to: (1) the hypertrophy of the fascia 
with an increase in its tensile strength, (2) the wide 
origin of fascia throughout the entire circumference 
of the hernial ring, and (3) the fact that all layers are 
already attached to Poupart’s ligament and there- 
fore provide a natural first line of defense inde- 
pendent of sutures and the hazard of uniting. On 
the basis of these observations he describes a method 
of repair in which Halsted’s use of the cremaster 
muscle is amplified to incorporate the combined 
fascial layers when the latter are rendered suitable by 
hypertrophy. Bartey, M.D. 


McGregor, A. L.: The Third Inguinal Ring. Surg., 
Gynec. & Obst., 1929, xlix, 273. 

The author describes in detail the fascia of the 
lower abdomen, the scrotum, and the perineum as he 
found it in twenty dissections. 

The complicated method whereby the scrotum is 
slung is analyzed and throws some light on the cause 
of the inequality of the rate of growth of hernia. The 
descent of the testicle is traced from the original 
position on the posterior abdominal wall to the 
scrotum. The opening through which the testicle 
gains admittance to the scrotum after having passed 
through the narrow defile formed by the inguinal 
canal is called by the author the ‘‘third inguinal 
ring.” In the adult it is situated immediately to the 
side of the midline and from % to 1 in. below the 
horizontal level of the upper border of the body of 
the pubis and the external inguinal ring. In the 
fetus it is immediately below these structures. A 
definite ring is present only when the reflected 
process of Scarpa’s fascia forms a_ well-marked 
ligament. If this is absent, the outer boundary of 
the ring is missing. 

No evidence was forthcoming in the investigation 
to lend the least support to the supposed ‘‘exca- 
vating” function or the supposed ‘‘traction” func- 
tion of the gubernaculum. 

The literature on imperfect extra-abdominal 
testicular descent is reviewed and an anatomical ex- 
planation for this defect is advanced. The author at- 
tributes partial descent or ectopia to one or more of 
the following factors: (1) congenital anomalies or 
absence of the third ring, (2) congenital fascial 
pockets, and (3) congenital fascial ridges. The 


various types of ectopia are described in detail and 
explained on an anatomical basis. 
Bartey, M.D. 


Salzer, H.: When and How to Operate for Inguinal 
Hernia in Children (Wann und wie sollen wir die 
Inguinalhernie beim Kinde operieren?). Wien. klin. 
Wchnschr., 1929, i, 674. 

There is still considerable difference of opinion as 
to how inguinal hernia develop in children and as to 
when and how they should be operated upon. On 
the basis of the anatomical observations of Tandler, 
Wrisberg, Sachs, and Enderlen, which showed that 
in about 70 per cent of newborn male infants the 
processus vaginalis is still open, and on the basis of 
his own findings at operation on more than 1,000 
herniz in children, the author has come to the con- 
clusion that inguinal hernia in infants and children 
is always indirect and congenital and not acquired. 

With regard to the treatment, he states that high 
removal of the hernial sac is sufficient. A plastic 
operation on the muscle may favor the later develop- 
ment of direct inguinal hernia by causing muscle 
atrophy. Operation should not be considered before 
the end of the first year unless the hernia interferes 
with the child’s development or becomes incarcer- 
ated. It is usually impossible to obliterate the proc- 
essus vaginalis completely by a truss, and unless this 
is done an area favoring hernia remains. Funicular 
hydrocele should be treated surgically at the same 
time as the open processus vaginalis. In cases of 
cryptorchidism, the testicles should be implanted in 
the scrotum if this can be done without tension; 
otherwise they should be implanted in the abdominal 
cavity in order to preserve their endocrine function. 

Hom (Z). 


Coley, W. B., and Hoguet, J. P.: Retroczcal In- 
ternal Hernia. Ann. Surg., 1929, xc, 765. 


The anatomy of the peritoneal fosse is reviewed. © 
The retrocolic fossa is one of the sites in which in- 
ternal hernia develop. Such hernie usually cause 
symptoms when partial or complete strangulation 
of their contents occurs. 

In a case reported by the authors there had been 
several attacks of pain in the right lower quadrant 
of the abdomen. When pressure was made on the 
right side, midway between the costal arch and the 
iliac crest, the sensation of the slipping of bowel or 
omentum through a ring was felt, and when the 
pressure was released the return of the bowel or 
omentum was suggested. A diagnosis of retro- 
peritoneal hernia was made and subsequently proved 
at operation. Since repair of the defect, the patient 
has been free from all pre-operative symptoms. 

W. Greetey, M.D. 
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GASTRO-INTESTINAL TRACT 


Yates, J. L., Raine, F., and Stevens, G. W.: Thera- 
peutic Aspects of Gastro-Intestinal Subcom- 
petence. Ann. Surg., 1929, XC, 517. 


Disturbances in the gastro-intestinal tract caused 
by passive obstruction resulting from subcompe- 
tence of the muscularis of one or more segments 
may occur alone or in association with gross lesions 
of the stomach or duodenum, appendicitis, and 
cholecystitis. In the early stages of passive ob- 
struction, before the muscularis has been rendered 
thoroughly incompetent, non-operative measures 
should always be employed, together with appen- 
dectomy or cholecystectomy if one of the latter is 
indicated. 

In later cases with incompetence of the muscularis 
of the bowel wall, operative restoration of the gradi- 
ent is indicated in the cases of patients with sufficient 
mental and physical stamina to be benefited. 

Operative treatment of ulcer and cancer of the 
stomach and of ulcer of the duodenum is more cer- 
tain to afford immediate and lasting relief if the 
gross lesions are removed and the gastro-intestinal 
gradient is restored. Joun W. Nuzum, M.D. 


Gibson, C. L., and Wade, P. A.: The Fowler Position 
and Its Relation to Dilatation of the Stom- 
ach. Ann. Surg., 1929, xc, 643. 


While the postoperative use of the semi-recumbent 
or Fowler position is of value in the treatment of 
acute peritonitis and in the prevention of postoper- 
ative pneumonia, the authors found, in a study of 
108 cases, that the recumbent or flat position tends 
to prevent the occurrence of postoperative dilatation 
of the stomach, especially after operations on the 
stomach and gall bladder. In cases in which the 
recumbent position was used the incidence of pul- 
monary complications increased only 2 per cent. 

WituraM J. Pickertr, M.D. 


Mallory, G. K., and Weiss, S.: Haemorrhages from 
Lacerations of the Cardiac Orifice of the 
Stomach Due to Vomiting. Am. J. M.Sc., 1929, 
clxxvili, 506. 


In fifteen cases of massive gastric hemorrhage fol- 
lowing alcoholic debauches, there were no laboratory 
or X-ray findings to explain the bleeding. It was 
assumed that the blood came from a ruptured varix. 
In four such cases autopsy revealed at the cardiac 
opening of the stomach from two to four fresh, fis- 
sure-like lesions of the mucosa from 3 to 20 mm. in 
length and from 2 to 3 mm. in width which extended 
down to the muscularis and were arranged around 
the cardiac opening in the longitudinal axis of the 
cesophagus. 

Microscopic sections showed the floor of the ul- 
cers to be composed of fresh fibrin and an exudate 
of polymorphonuclear leucocytes. Definitely rup- 
tured arterioles were also observed. 

The authors suggest that such acute lacerations 
are caused by pressure changes in the stomach dur- 
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ing retching when a disturbed mechanism of vomit- 
ing due to fatigue of the vomiting center fails to relax 
the oesophagus and diaphragm. 

M. Herpert Barker, M.D. 


Deaver, J. B., and Burden, V. G.: The Surgery of 
Pylorospasm. Aun. Surg., 1929, xc, 530. 


The surgical pathology of the pyloric sphincter 
bears an important relationship to peptic ulcer. 
Abnormal function of the sphincter such as spasm 
and achalasia is considered due to a disturbance of 
innervation. The resulting changes in the motor 
function of the stomach are represented clinically 
by the syndrome of peptic ulcer. The disturbed 
physiology of the sphincter is the cause, not the 
effect, of the ulcer. A logical corrective measure for 
disturbed pyloric function would appear to be divi- 
sion of the nerve supply. ‘The authors have practiced 
excision of the anterior half of the pyloric sphincter 
in thirty-one cases. 

The pylorus is exposed through a high right 
rectus incision. The pyloric sphincter is readily 
recognized from the short transverse pyloric veins. 
An elliptical area including the anterior half of the 
sphincter is formed by two curved transverse in- 
cisions, one on either side of the sphincter. These 
incisions are carried down to the submucosa of the 
stomach and duodenum. ‘The lower end of the ellip- 
tical area, including the sphincter, is cut across, 
peeled off from the underlying mucosa, and cut off 
at the upper end. The resulting oval defect is then 
closed by a continuous suture uniting the gastric 
and duodenal serous edges. 

Wide extension of inflammatory oedema or the 
presence of a near-by active ulcer are contra-indica- 
tions to this operation on account of the danger that 
the sutures may not hold. When the operation has 
been properly performed there is no appreciable 
narrowing of the pylorus. 

In all of the thirty-one cases in which this opera- 
tion was done there was a more or less typical history 
of peptic ulcer, and in six, hemorrhage had occurred. 
Duodenal ulcer was found at operation in twenty- 
three cases, and in three there was an acute perfora- 
tion. Gastric ulcer occurred in three cases, and in 
one of these there was an acute perforation. Chole- 
cystitis was present in nine cases. Seven of the 
patients with cholecystitis had an associated duo- 
denal ulcer and two were suffering from pyloro- 
spasm. One patient was found to have a gastro- 
jejunal ulcer. 

The anterior half of the pyloric sphincter was 
excised in all cases. Additional operative procedures 
included excision of a duodenal ulcer in four cases, 
gastrojejunostomy in one case, cholecystectomy in 
nine cases, and sleeve resection of the stomach in 
two cases. 

One of the patients died in the hospital from ure- 
mia. Of the thirty others, fifteen were completely 
relieved of all their symptoms, two reported im- 
provement, and only one was not relieved. 

Joun W. Nuzum, M.D. 
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Garin, Froment, Amic, and Delorme: Gastric 
Secretion Provoked by the Simple Presence of 
an Einhorn Tube in the Digestive Passages. 
The Excitation Which Elicits the Secretory 
Reflex Appears To Be Produced at the Level of 
the Pharynx (Sécrétion gastrique provoquée par 
simple présence d’une sonde d’Einhorn dans les 
voies digestives. L’excitation qui déclanche le 
réflexe sécrétoire parait se produire au niveau du 
pharynx). Bull. et mém Soc. méd. d. hép. de Par., 
1929, xlv, 984. 

The authors found that if the Einhorn tube was 
allowed to remain in place after the stomach had 
been emptied of gastric juice as completely as 
possible, an active secretion of gastric juice, char- 
acterized by increased total acidity and the ap- 
pearance of free hydrochloric acid, set in at the end 
of fifteen minutes. This secretory cycle lasted at 
least three quarters of an hour, the acidity then 
returning to its original value. 

Observations made on persons with laryngo- 
palatine anesthesia and on normal persons after 
cocainization of the soft palate and pharynx sug- 
gested that the secretion described is due, at least 
largely, to irritation of the velopalatine and pharyn- 
geal mucous membrane which is probably mechani- 
cal. The phenomenon seems to be closely related 
to that of the provocation of gastric secretion by 
olfaction, previously described by the authors, in 
which mechanical irritation of the nasal mucous 
membrane appears to be the active factor. 

The phenomenon is of physiological importance. 
If it is confirmed, it would appear necessary to 
modify the classical physiological conception that 
mechanical excitation of the buccal cavity, simple 
excitation of the nerves of taste, and the movements 
of deglutition are of themselves inefficacious for the 
excitement of gastric secretion (Morat and Doyon). 
While this conception may perhaps hold for isolated 
mechanical excitations, it does not appear to be 
true for excitations that are somewhat prolonged 
and are produced at the level of the base of the 
tongue, the soft palate, the pharynx, and the nasal 
mucous membrane. 

From a practical point of view, a knowledge of 
the phenomenon is important to prevent erroneous 
interpretation of the results of experiments with 
substances thought to have an exciting influence 
on the secretion of gastric juice, since a positive 
result may be due solely to the presence of the tube 
used for the introduction of the substance into the 
stomach. To eliminate this cause of error it would 
be necessary, after the introduction of the tube, to 
delay the introduction of the substance to be tested 
until the secretory cycle has reached its end and 
the acidity has returned to the normal for the empty 
stomach. Since cocainization of the soft palate was 
found to have an influence on the acidity values, at 
least the earlier ones, it would be prudent, in cases 
in which this procedure has been carried out to 
facilitate deglutition of the tube, to wait at least a 
quarter of an hour before removing the gastric 
juice. CARPENTER. 


211 


Wanke, R.: A Surgicoclinical Consideration of 
Peptic Ulcer and Chronic Gastritis (Das 
Ulcusleiden und die chronische Gastritis in chirur- 
gisch-klinischer Betrachtung). Deutsche Ztschr.f.Chir., 
1929, Ccxiv, 28. 


Wanke reviews the material of the Kiel clinic since 
the year 1912, when the first ulcer resection by the 
Billroth I method was done. In the period from 1912 
up to May, 1925, 400 pylorus-antrum resections 
were performed. On the basis of these cases, most of 
which have been under observation for more than 
five years and in all of which macroscopic and 
microscopic studies of the lesions were made, the 
author compares the clinical manifestations with the 
anatomical changes. Asan example of the treatment 
he describes the procedure used during the years 
1922 and 1923. At that time resection was done in 
35 per cent of the cases and gastro-enterostomy alone 
in 13 per cent. In 7 per cent there was a free per- 
foration. Therefore in 45 per cent of the cases 
coming to examination on account of gastric dis- 
turbances the symptoms were due, not to ulcer, but 
to a neurosis, chronic gastritis, or some other condi- 
tion. Nine per cent of the latter were operated upon. 
In 3 per cent, pylorus-antrum resection was done. 

The author believes that he is qualified to judge 
the resection treatment of chronic gastritis. In the 
literature there is still a difference of opinion because 
the changes in the gastric mucosa associated with 
chronic gastritis are noted much earlier and more 
frequently than the clinical symptoms. The author 
reports 6 cases in which a cure was obtained by 
antrum resection. In 1 of these a small carcinoma 
was found in the resected portion of the antrum. 
Of a series of 16 cases in which resection was done 
for chronic gastritis, the operation resulted in a cure 
in 5,improvement in 2, and failure in 9. ‘The failures 
are to be attributed in part to postoperative adhe- 
sions and in part to underlying nervous disturbances 
which cannot be relieved by the removal of a part of 
the stomach. On the other hand, chronic gastritis is 
often the symptom of a general disease (chronic 
infectious disease) which does not offer a good prog- 
nosis for cure from surgical treatment. 

Gastric crises are included by the author in his 
discussion. These are not specific disease complexes 
in luetic patients, but are related to the ‘local non- 
specific disease.”’ If the author is correctly interpret- 
ed, he believes that the gastric crises are produced 
not merely by the lues, but also by the accompanying 


‘gastritis. When 3 cases of gastric crises are excluded 


from the 17 cases of chronic gastritis reviewed, the 
end-result of resection in the remaining 14 cases was a 
cure in 5 cases, improvement in 3, and failure in 6. 

Chronic gastritis has been treated also by gastro- 
enterostomy. The results are poor. Pyloroplasty, 
including pyloromyotomy, was done in 10 cases. 
The result was successful in only 2, and in 1 of 
these it seemed to be due more to the regulated mode 
of living than to the operation. 

Finally, Wanke questions whether simple laparot- 
omy may not be suflicient in chronic gastritis. 
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Of 23 patients followed up, failure was reported by 
ro. Only 4 were completely relieved of their symp- 
toms. In the majority of the cases the improvement 
was to be attributed to a slight gain in weight, etc. 

In summing up, Wanke states that by no surgical 
procedure is it possible to obtain a successful result 
or improvement in more than 50 per cent of cases 
of chronic gastritis. He therefore doubts that chronic 
gastritis is a surgical condition and concludes that 
surgical treatment is basically inadvisable. 

In the second part of his article Wanke discusses 
chronic gastritis and simple ulcer, as evidenced by a 
simple scar. He concludes that the ulcer in these 
cases is of lessimportance than the basic chronic gas- 
tritis, and that the comparatively poor results ob- 
tained in such cases in the Kiel clinic, which are the 
same as those obtained in chronic gastritis, are to be 
interpreted in the same way as the results obtained in 
chronic gastritis alone. Hestressesthe importance of 
postoperative adhesions in these cases. 

The most detailed discussion is devoted to 
chronic gastritis with chronic ulcer. Wanke again 
advances the theory that the ulcer is a manifestation 
or aresult of the chronic gastritis. The latter is often 
still demonstrable, but in some cases may have 
entirely subsided. If ulcer is considered a local 
disease, pylorus-antrum resection must be regarded 
the most etiologically grounded procedure and 
should be expected to yield the best results. The 
author reviews 245 carefully studied cases. One 
hundred and fifty-five of the patients were cured, 50 
were benefited, and 40 were not benefited. The treat- 
ment was therefore successful in 84 per cent of the 
cases and failed in 16 per cent. This material Wanke 
divides into: (1) simple chronic ulcers without 
complications and (2) chronic penetrating ulcers and 
so-called organic hour-glass stomach. In the first 
group there were 149 cases with a successful result 
in 79 per cent and failure in 21 per cent. In the 
second, there were 119 cases with a successful result 
in 90 per cent and failurein ropercent. Therefore, 
if successful results can be obtained in, at the most, 
only go per cent of the severest cases, we are not able 
to cure the ulcer condition by local measures with 
certainty. We may say definitely that the more 
pronounced the symptoms the more severe the 
primary ulcer process, and the more localized the 
primary organic change in the ulcerous stomach the 
more successful the results will be and vice versa— 
the less pronounced the symptoms and the more 


diffuse the primary organic condition the greater ~ 


will be the number of failures. 

In most of the cases treated at the Kiel clinic the 
indication for the primary operation is indicative of 
the subsequent course. The author discusses the 
cases with poor results in detail. The first to be 
considered were 2 cases in which recurrent ulcer 
appeared after a Billroth I operation. These were 
the only 2 cases of recurrence in 339 cases treated by 
this method. In more than 70 cases in which a 
Billroth IL operation was done at the Kiel clinic 
there was no instance of recurrence. 


The author believes that 99 per cent of patients 
with ulcer were freed of the ulcers but not of the 
general ulcer disease or their general gastric symp- 
toms. 

In returning to his discussion of the changes in the 
stomach caused by chronic gastritis, Wanke states 
that the cause of failure is the chronic gastritis of the 
fundus which in many cases is to be traced to a new 
disease of the fundus caused by a new exogenous or 
endogenous injury. Chronic gastritis, not recurrent 
ulcer, is the true after-sickness of the stomach 
operated upon for ulcer. In 64 cases of failure there 
were 2 recurrences. Of the remaining 62 patients, 45 
were carefully re-examined and 17 were reported 
upon by their family physician. 

Gastritis of the stomach stump is of 2 types, the 
one appearing as a. new illness after years of well- 
being and the other an unhealed form which has not 
been influenced by the operation. The first form was 
found by the author in about 6 cases. In all of the 
others the gastritis was not influenced by the pylorus- 
antrum resection and persisted after the operation. 
It is possible that the after-treatment may be of 
great benefit in such cases. 

As evidence that chronic gastritis is the true after- 
illness of our ulcer surgery, the author cites the 
perigastritis which is due to a gastritis. The picture 
of postoperative adhesions coincides with it. 

The mortality of all operations in cases of all 
types is 12 per cent. 

In summarizing, Wanke states that chronic 
gastritis is the basis of the ulcer syndrome without 
ulcer. In a small percentage of cases it is a “‘surgical- 
ly unhealed remainder” of the ulcer disease in the 
resected stomach. When a matured ulcer is removed 
from a gastritic stomach the amount of benefit 
resulting depends upon the severity of the changes 
present. The best permanent results are obtained in 
cases of the most serious ulcers as these are accom- 
panied by the most severe reactive inflammatory 
organic changes. 

With regard to the question as to whether resec- 
tion is to be preferred to gastro-enterostomy, the 
author states that with the latter procedure he had 
successful results in 76 per cent of his cases and 
failures in 24 per cent. The incidence of good results 
was therefore 14 per cent less than in cases treated by 
resection. 

The last part of the work is devoted to a compari- 
son of the clinical findings before the operation and 
the late results of treatment. Chemical examination 
of the gastric juice has yielded no prognostic index 
for the late results. The relation of the late results to 
the age of the patient is of interest. One should be 
very cautious in placing the indications for resection 
before the fortieth year. In cases of chronic ulcer 
surgical treatment is more likely to fail before the 
age of thirty years. The most severe ulcer proc- 
esses are of course the ones to be operated upon. 

But it has been found that the number of failures 
increases rapidly after the fortieth year. Therefore, 
the younger the patient the more favorable the 
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late results of resection for severe ulcer processes, the 
greater the percentage of failure in chronic ulcer, and 
the more uncertain the results of treatment for simple 
ulcer. Regarding the relation of the duration of the 
ulcer to the late results, the author concludes that the 
earlier the process the more reparable it is, and the 
older it is, the more irreparable it is; in the former 
case it should be treated medically, and in the latter, 
surgically. In chronic ulcer the duration of the 
disease seems to be of no prognostic importance. In 
cases of penetrating ulcer and hour-glass stomach 
the prognosis depends on various factors, the most 
important of which is the patient’s age. 
VOGELER (Z). 


Balfour, D. C.: The Problem of Recurrent Peptic 
Ulcer. J. Am. M. Ass., 1929, xciii, 1037. 


As a first principle in the surgical management of 
recurrent ulcers, the author states that trauma, 
particularly to the mucosa of the stomach and 
jejunum, must be reduced to the minimum. He 
is convinced that some recurrences can be attrib- 
uted to devitalization of mucosa near the line of the 
anastomosis. A second principle is that a radical 
change should be made in the type of gastro-enteric 
anastomosis. A third principle involves the use of a 
jejunostomy tube for feeding in cases in which the 
lines of anastomosis have been difficult to establish. 
A fourth principle is that patients must realize that 
every possible contributing factor to the tendency 
to recurrence should be eliminated. 

This discussion of the various possibilities under 
which recurrence may take place may give an im- 
pression that recurrence of ulcer is a common 
sequence following operation, whereas it is not. A 
most careful study of large groups of cases in which 
operation was performed at varying periods shows 
that the total incidence of recurrence of ulcer, regard- 
less of the primary type of operation or the site at 
which the recurrence develops, is not more than 5 
per cent. If this figure is compared with the per- 
centage of recurrences following any other type of 
treatment for chronic peptic ulcer, and if the ex- 
cellent results which follow conservative surgical 
practice are considered, it is clear that surgical 
treatment does not require any apologies for its 
results. 


Costantini, H.: Pyloric Ulcer Treated by Gastro- 
Enterostomy with a Button; Two Years Later, 
Peptic Ulcer, Button Remains in Place; Gastro- 
pylorectomy (Ulcére pylorique traité par gastro- 
enterostomie au bouton il y a deux ans; bouton 
demeuré en place; ulcére peptique; gastropylorec- 
tomie). Bull. et mém. Soc. nat. de chir., 1929, lv, 1059. 


The case reported was that of a man aged fifty- 
four years who had been subjected to operation for 
crises of pain in the gastric region which had re- 
curred over a period of eleven years and had finally 
become complicated by vomiting. Details of the 
operation could not be obtained, but a metallic but- 
ton was used and the patient was told to watch his 
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stools for its expulsion. The immediate results of 
the operation were excellent, but a year later the 
patient began to experience pain a quarter of an 
hour after eating which was accompanied by 
bilious vomiting and led to emaciation. When he 
consulted the author for treatment two years after 
the operation the button had not appeared in the 
stools and on deep palpation could be felt rolling in 
front of the spinal column. Roentgenoscopy showed 
that the gastro-enterostomy orifice was entirely 
permeable. 

When the abdomen was opened the anastomotic 
button was found still in position. Between the 
button and the pylorus the stomach was thickened 
and in places indurated. The swollen mass was 
adherent posteriorly to the pancreas. The button 
was in juxtaposition to the thickened gastric zone. 
Contrary to the usual findings in peptic ulcer, there 
was no thickening around the gastro-enterostomy 
opening or infiltration of the transverse mesocolon. 
Closure of the gastro-enterostomy followed by py- 
lorectomy was decided on. 

The duodenum was sectioned and the lower end 
closed. Moving the pylorus caused a tear in the 
posterior gastric wall which was very friable, and 
the tear brought into view an ulcer which had 
penetrated the parenchyma of the pancreas. The 
anastomotic button was found in contact with the 
ulcer and was easily removed. The mouth of the 
gastro-enterostomy showed no ulceration. It was 
thought that a silk or linen suture in the wall might 
have prevented expulsion of the button. Such a 
suture was therefore sought but was not discovered. 
The gastro-enterostomy was closed, the pylorus 
removed, and a transmesocolic anastomosis estab- 
lished according to the Pélya method. Smooth 
healing resulted. CARPENTER. 


Charrier, A., and Villar, J.: Should Balfour’s Oper- 
ation Be Used in Gastric Surgery? (L’opération 
de Balfour doit-elle étre utilis¢e en chirurgie gas- 
trique?) Rev. de chir., 1929, xviii, 333. 

The authors report eight cases of gastric ulcer in 
which Balfour’s operation was performed. The 
operation was easy, but in two cases was followed by 
a grave pulmonary condition and in one case each by 
extreme excitement with delirium and fever, a slight 
purulent reaction, and moderately severe subum- 
bilical peritonitis. In all except one case the late 
results were unsatisfactory. In four cases they were 
so poor as to necessitate re-operation. ‘The second 
operation revealed an extensive local inflammatory 
reaction. It consisted of gastro-enterostomy in three 
cases and of gastropylorectomy in one case and was 
successful. 

From a review of French and American literature 
the authors conclude that their results are not excep- 
tional. They state that fresh, small, movable ulcers 
that are easy of access can be destroyed with the 
cautery or the bistoury if gastro-enterostomy is also 
done. They prefer the bistoury to the cautery. In 
cases of old, adherent, callous ulcers, the type most 
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frequently encountered, the operation will be diffi- 
cult and will leave behind unsatisfactory conditions. 
CARPENTER. 


Janes, R.: Two Cases of Intestinal Obstruction 
Due to Strangulation of a Loop of Small In- 
testine in an Opening of the Left Broad Liga- 
ment. Bril. J. Surg., 1929, xvii, 333- 


The author reports two cases of obstruction of the 
ileum in an opening in the left broad ligament in 
parous women aged fifty-eight and thirty-six years. 

In the first case the obstruction was preceded by 
repeated attacks of abdominal pain over a period of 
ten months. At operation, it was found that a loop 
of ileum 15 in. long had passed through a hole in the 
left broad ligament from the front and lay in dis- 
tended coils in the posterior cul-de-sac. The open- 
ing in the broad ligament, which was about 2 cm. 
in diameter, was situated adjacent to the uterus and 
just below the fallopian tube and the round liga- 
ment. ‘The intestine was withdrawn from the open- 
ing and the defect closed. Recovery was uneventful. 

In the second case the intestinal obstruction was 
preceded by an attack of abdominal pain occurring 
three months previously. Operation performed in 
spite of a very severe auricular fibrillation revealed 
an obstruction of the distal ileum of the Richter 
type in the region of the left broad ligament. The 
obstruction was released, but because of the pa- 
tient’s poor condition no further exploration was 
done. Seventeen hours after the operation death 
occurred from cardiac failure. Autopsy disclosed 
an opening 1% cm. in diameter through the left 
broad ligament between the fallopian tube and the 
round ligament. The intestine was in good condition. 

In the author’s opinion it is conceivable that the 
defects in the broad ligament were produced by 
pregnancy. J. Epwin Kirkpatrick, M.D. 


Raine, F., and Perry, M. C.: Intestinal Obstruc- 
tion: Experimental Studies on Toxicity, In- 
tra-Intestinal Pressure, and Chloride Ther- 
apy. Arch. Surg., 1929, xix, 478. 

In the experimental work reported in this article 
the authors attempted to determine: (1) the toxicity 
of the contents of obstructed bowel when they are 
introduced into obstructed and non-obstructed 
bowel, (2) the effects of varying intra-intestinal 
pressure on the length of survival after the pro- 
duction of obstruction, and (3) the therapeutic 
value of sodium chloride under varying conditions 
of intra-intestinal pressure. 

Rabbits were used as the experimental animals 
because, as they do not vomit, their intra-intestinal 
pressure can be controlled. All operations were 
done under ethylene anesthesia. 

It was found that the higher the site of the ob- 
struction the more quickly the animal died. When 
the obstruction was in the duodenum, the period 
of survival varied from fourteen to eighteen hours, 
whereas when the obstruction was in the lower 
ileum, the period of survival varied from eighty to 


two hundred hours. Death occurred more rapidly 
when food or water was taken. 

Loss of all secretions entering the stomach and 
duodenum is incompatible with life. Therefore, 
the lower the obstruction the greater is the resorp- 
tion of secretions and the less are the dehydration 
and depletion of blood forming the secretions. The 
changes in the blood following intestinal obstruc- 
tion namely, a decrease in the chlorides and an in- 
crease in the non-protein nitrogen, are the same 
in low obstruction as in high obstruction. The 
question is raised as to whether it is not the loss of 
secretions normally resorbed instead of the toxemia 
which causes the serious symptoms in intestinal 
obstruction. 

The release of temporary obstruction even when 
the rabbit was near death resulted in a rapid return 
to health and quick restoration of the blood picture 
to normal. Removal of the stomach contents prior 
to the release of the obstruction retarded recovery, 
and the substitution of sodium chloride and hydro- 
chloric acid in amounts equal to the water and 
chloride removed was followed by more rapid re- 
covery than the substitution of distilled water alone. 
The rabbits recovered more rapidly when they were 
permitted to resorb the contents of the obstructed 
bowel than when such contents were removed. 

When the intra-intestinal pressure was reduced 
by means of gastrostomy, life was prolonged. The 
capacity of the stomach to absorb water is very 
great. The introduction of unabsorbable sub- 
stances into the stomach at once increased the intra- 
intestinal pressure and hastened death, as did the 
introduction of gastric and duodenal contents ob- 
tained from jejunal obstruction in another animal. 
Diminishing the intra-intestinal pressure in the 
obstructed bowel prolonged life because it de- 
creased peristalsis which in turn decreased secretion 
and promoted resorption, whereas increasing the 
intra-intestinal pressure shortened life because it 
provoked hyperperistalsis which in turn stimu- 
lated secretion and diminished resorption. 

The therapeutic value of solutions of sodium 
chloride increased as the intra-intestinal pressure 
in the obstructed bowel diminished, and_ con- 
versely, the value diminished as the intra-intestinal 
pressure increased. When a 5 per cent solution of 
dextrose was substituted for the normal salt solu- 
tion, life was prolonged for the same length of time 
unless a jejunostomy had been performed, in which 
case the duration of life was shorter when the dex- 
trose was administered than when the saline solu- 
tion was used. Sodium chloride establishes a normal 
blood-chloride level which corrects alkalosis. 

Peritonitis is more dangerous because of the ac- 
companying intestinal paresis than because of 
the toxicity of infection. Large doses of morphine 
inhibit peristalsis and diminish secretion and thus 
aid materially in keeping the intra-intestinal pres- 
sure low. Jejunostomy is a valuable method of re- 
ducing intra-intestinal pressure, but should be done 
only to relieve excess pressure as complete drainage 
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of the gastric and duodenal secretions is as disas- 
trous as continued paresis. 

The kidneys show little damage from the intes- 
tinal obstruction. The increase in the urea in the 
blood and urine demonstrate that waste products 
are forming more rapidly than normal and more 
rapidly than the kidneys are able to excrete them. 

Cyrit J. M.D. 


Phillips, K., and Stowe, W. P.: Intestinal Obstruc- 
tion and Septic Invasion of the Peritoneum: 
Combined Medical and Surgical Treatment. 
Arch. Int. Med., 1929, xliv, 543. 


Both experimental and clinical evidence indicates 
that persons with obstruction of the bowel, ileus, 
and septic invasion of the peritoneum, not including 
streptococcic invasions, have the underlying factor 
of toxamia related definitely to protein metabolism 
within the intestine by bacterial action. The evi- 
dence indicates that the toxemia is the primary 
factor following the initial condition, and that the 
symptoms and changes in the blood chemistry are 
secondary to it. 

As such patients are usually very poor surgical 
risks, the authors treat them as follows: 

1. A Rehfuss tube is passed into the stomach and 
duodenum and, if necessary, is left in place for 
several days, during which time hourly aspirations, 
washings, and instillations are done. 

2. A 50 per cent solution of dextrose is given in- 
travenously, with care to inject it slowly. The 
amount of each dose varies from 40 to 100 c.cm., 
depending on the size of the patient. At the end of 
the injection enough insulin to burn the dextrose, 
calculated on the basis of 1 unit per 2 gm. of dextrose, 
is given hypodermically. 

3. The blood stream is supplied with an excess of 
fluid. The effect is best if this is given a short time 
after the dextrose. The intravenous method is pre- 
ferred. As a rule Ringer’s solution is used, but, if 
desired, normal salt solution may be employed. 

4. After the diuresis and the effect of the dextrose 
and saline solution are well under way, an intra- 
venous injection of a 10 per cent solution of sodium 
chloride is given, the amount varying from 75 to 
150 c.cm. according to the size of the patient. 

5. In the cases of patients who fail to respond to 
the medical management as well as expected, a high 
enterostomy is done under local anesthesia. 

In a series of forty cases among private patients 
(not including cases of streptococcic invasion), the 
mortality was to percent. Grorcr A. Cottert, M.D. 


Ibos, P.: Hysterectomy for Irradiated Fibroma; 
Postoperative Intestinal Occlusion; Cure 
Brought About by Hypertonic Salt Solution 
Given Intravenously (Hystérectomie pour fibrome 
irradié; occlusion intestinale post-opératoire; guéri- 
son par le sérum salé hypertonique intraveineux). 
Bull. et mém. Soc. nat. de chir., 1929, lv, 1012. 


The patient whose case is reported was a woman 
thirty-six years of age who was sent to the author 
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with a diagnosis of fibroma still bleeding in spite of 
twelve roentgen treatments. Her general condition 
was good. Operation was performed under ether 
anesthesia. The uterus was as large as that of a 
three and a half months’ pregnancy and closely ad- 
herent to several loops of intestines. Some of the 
adhesions were large and superficial and others were 
narrow bands. Liberation of the uterus was difficult. 
At several points it was necessary to incise the 
uterine tissue to avoid tearing the intestine. A 
classical subtotal hysterectomy was _ performed. 
Considerable hemorrhage occurred from the right 
uterine artery, the wall of which was very friable. 
After this haemorrhage had been checked, peri- 
tonization was begun, but the peritoneum also was 
friable and bled easily. A Mikulicz drain was 
inserted. 

The postoperative course was normal for the first 
four days, but on the fifth day signs of occlusion of 
the intestine developed. On the sixth day the patient 
was in very poor condition, with a drawn face, a 
pulse of 110, a temperature of 37.4 degrees C., and 
nausea. That night she vomited frequently. Irriga- 
tion of the stomach brought about improvement. 
At 5 o’clock in the morning of the seventh day, 
irrigation of the stomach evacuated a liquid with 
the appearance and odor of intestinal contents. The 
patient was in desperate condition, with a mask-like 
face and a pulse of 135-140. Her abdomen was 
enormously distended, the intestinal occlusion being 
complete. 

At 6 o’clock she was given 20 c.cm. of hypertonic 
salt solution intravenously and 1 liter of physiologi- 
cal solution subcutaneously, but no apparent change 
resulted. At 1o o’clock her stomach was washed. 
The liquid was then not facaloid. At noon, another 
liter of salt solution was given subcutaneously 
and a second intravenous injection of the hyper- 
tonic solution was administered. ‘The intravenous 
injection caused a violent reaction with intense 
pain in the limbs. At 4 o’clock, a third intravenous 
injection was given and caused another violent re- 
action similar to that following the second injec- 
tion. At 8 o’clock, a fourth intravenous injection 
was given. The patient then looked better. Her 
pulse was 110 and stronger.. However, the occlu- 
sion persisted and the outlook was not encouraging. 
The author is convinced that, without the intrave- 
nous injections and the repeated irrigations of the 
stomach, she would not have lived through the day. 
On the eighth day, she was given 80 c.cm. of salt solu- 
tion in four intravenous injections of 20 c.cm. each 
and 2 liters of physiological solution by subcutane- 
ous injection. After this treatment she showed fur- 
ther improvement, and in the afternoon passed sev- 
eral liquid stools. On the following day she was out 
of danger. 

Rovux-BERGER, who read this report to the Society 
said that he had experienced difficulty in two opera- 
tions for irradiated fibroma, but he has operated on 
many patients after irradiation without any com- 
plications. Auprey G. Morcan, M.D. 
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Pouliquen: The Treatment of Intestinal Invagi- 
nation by Opaque Enema (A propos du traite- 
ment de l’invagination intestinale par le lavement 
opaque). Bull. et mém. Soc. nat. de chir., 1929, lv, 
710. 


The author reports twocasesof intestinal invagina- 
tion. The first was that of a boy aged two years who 
was taken with colic and vomiting. The diagnosis of 
invagination was made in spite of the absence of 
bloody stools. A mass seemed to be present in the 
infra-umbilicial region. When a barium enema was 
given under a pressure of 1 meter, the fluid rose 
rapidly, stopped a moment in the infra-umbilical 
region, and then passed to the hepatic angle. Filling 
of the cecum required about t'venty minutes. 
After the caecum had been filled the appendix became 
visible. The next morning the child was completely 
cured. During the reduction two roentgenograms 
were taken. One was made when the mass was at 
the hepatic angle. The other was taken after the 
cecum had been filled and just before complete 
reduction was effected. At this time the appendix 
was not yet visible, and at the internal border of the 
cecum there was an indentation which suggested 
that the invagination was of the ileocecal type. 

The second case was that of a boy nineteen 
years of age who was seized with colic and during the 
succeeding night experienced attacks of pain. The 
next day the pain persisted, but the patient was able 
to work. He passed gas and did not vomit. Two days 
later vomiting began and he was taken to the hos- 
pital with a diagnosis of appendicitis. Intestinal 
invagination was suggested to Poliquen by the ab- 
sence of fever and the character of the intermittent 
attacks. This diagnosis being confirmed by the dis- 
covery of an infrahepatic mass, a barium enema of 
about 1% liters was given under pressure of 1 meter. 
The opaque column rose rapidly as far as the liver 
and then stopped. After taxis for several minutes the 
cecum became visible. Although there was no trace 
of barium in the small intestine, the clearness of the 
cecal contours was considered to indicate that com- 
plete reduction had been accomplished. However, 
the next day the patient again had attacks of pain 
which increased in severity. During a second roent- 
gen examination the-barium passed easily and filled 
the cecum, but the valvular region could not be seen 
clearly. Reduction of the head of the invagination, 
which was in the end of the small intestine, at the 
valve, was accomplished through a right lateral 
incision. The invagination was of the ileocolic vari- 
ety. The head was 6 or 7 cm. from the valve. The 
report of this case contains the reproductions of 
three roentgenograms. The first shows the mass at 
the hepatic angle; the second, the caecum beginning 
to fill; and the third, the cecal ampulla filled with 
barium. There was no trace of the opaque fluid in 
the small intestine. 

The author concludes that the opaque enema is 
incapable of curing ileocolic and purely ileal invagi- 
nations and is often useless for their delineation and 
differentiation. He states that the image of a 


smoothed-out cecum may suggest complete disin- 
vagination when the head, unreduced, remains hid- 
den behind the valve. When the opaque fluid does 
not pass into the small intestine (which is, unfortu- 
nately, the rule), there is nothing to show reduction. 
In subacute cases it might be advisable to give a 
certain amount of barium salt by mouth to see if it 
will pass into the cacum, but in acute cases this 
procedure is useless as it is impossible to delay 
treatment for the necessary six or seven hours. 

In conclusion Pouliquen says that while the opaque 
enema does not effect complete reduction in every 
case, it effects partial reduction in many and may 
bring the invaginated mass into the right iliac fossa 
where it can be reduced through a right lateral in- 
cision without causing evisceration. He therefore 
gives an ordinary or barium enema under pressure, 
waits twenty minutes, and then, unless the mass 
remains perceptible on the left side, makes an 
exploratory incision in the right iliac fossa. Pace. 


Mathieu, P.: The Use of the Barium Enema as a 
Pre-Operative Procedure in the Treatment of 
Extensive Acute Intestinal Invaginations (Utili- 
sation du lavement baryté comme manceuvre pré- 
opératoire dans le traitement des invaginations 
intestinales aigués étendues). Bull. et mém. Soc. nat. 
de chir., 1929, lv, 680. 


When the head of an invagination reaches the 
rectum, it is difficult, after median laparotomy, to 
approach the tumor formed by the invagination 
which is adherent to the sacrum or to pick up the 
head of the invagination. Maneuvers which re- 
quire the introduction of the whole hand into 
the abdomen nearly always cause evisceration. A 
barium enema with fluoroscopic examination facili- 
tates reduction and brings the head of the invagina- 
tion higher. When the head of the invagination is 
brought to the right, reduction may be effected 
through a right lateral incision with little danger of 
causing evisceration. Pace. 


Bertrand, P., and Clavel, C.: Total Volvulus of the 
Small Intestine About the Mesenteric Axis; 
Anatomical and Clinical Considerations (Le 
volvulus total du gréle sur |’axe mésentérique; con- 
sidérations anatomiques et cliniques). Lyon chir., 
1929, XXVi, 351. 

The authors report a case of complete torsion of 
the small intestine without involvement of the 
cecum which was due to an anomaly of the em- 
bryonic adhesion of the terminal segment of the 
ileum. The patient was a man fifty years of age who 
had had a large, reducible inguinal hernia on the right 
side for a long time. Following a sudden attack 
of severe pain in the abdomen and tension and pain 
in the hernia, the hernia became irreducible and 
vomiting soon began. This condition continued 
until the next morning when the hernia again became 
reducible and its reduction was followed by tem- 
porary relief. A diagnosis of strangulated hernia was 
made and the patient taken to the hospital. 
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At operation, the peritoneal cavity was found to 
contain a large quantity of very offensive fluid and 
the entire small intestine was uniformly distended. 
Complete evisceration revealed clockwise torsion of 
the intestinal mass. The torsion was reduced and an 
ileostomy performed. After brief amelioration, the 
symptoms of obstruction became accentuated, and 
two days later the patient died. 

Autopsy revealed recurrence of the volvulus. The 
intestine was hyperemic, dilated, and, in places, 
necrotic. In the right iliac fossa there was a tense 
avascular band extending from a point 15 cm. above 
the end of the ileum to the abdominal wall in the 
vicinity of the inguinal ring. Just above the ileo- 
cecal angle the ileum was adherent to the posterior 
abdominal wall for a short distance. Above this 
segment it became free but only to pass beneath the 
avascular band. ‘The sac of the hernia was empty. 

The freedom of the cecum from involvement was 
due to the adhesion of the ileum to the posterior 
abdominal wall. The band that passed over the 
ileum was produced simply by the traction of the 
root of the mesentery on the surrounding peritoneum. 
Similar bands are often observed in volvulus of the 
pelvic colon, and it is important to recognize their 
true nature as the volvulus may be overlooked and 
the band taken for the cause of an internal strangu- 
lation. A predisposing cause of the volvulus may be 
found in the adhesion of the terminal portion of the 
ileum. This anatomical arrangement renders the 
root of the mesentery nearly vertical, thus facilitat- 
ing the rotation of the intestines and disturbing 
their normal equilibrium. 

The association of hernia and volvulus has long 
been recognized. According to Delbet, the hernia 
may contribute to the volvulus in oneof three ways— 
by lengthening the mesentery of the herniated loops 
and thereby disturbing the stability of the intestines, 
by fixing a loop and rotating the remaining intestine 
about this point, or by giving a rotating movement 
to the intestinal mass at the moment of forcible 
reduction. 

Clinically, the attention of the surgeon is drawn 
to the hernia and the volvulus is discovered after the 
herniotomy has been undertaken or not at all. For 
this reason the mortality is very high. 

ALBERT F, Dr Groat, M.D. 


Molesworth, H. W. L.: Ileocolostomy: An Accident 
from This Operation with Some Remarks upon 
the Results of a Closed Ileal Loop. Brit. J. Surg., 
1929, Xvii, 344. 

The patient whose case is reported was a boy 
fourteen years of age who was first seen by the author 
in June, 1927, when he was suffering from intestinal 
obstruction with marked toxemia. At the age of five 
years the patient had been subjected to an operation 
for acute appendicitis in which drainage was used. 
Following this operation he had numerous “bilious 
attacks.” 

Laparotomy performed by the author revealed a 
large quantity of free fluid in the peritoneal cavity 
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and very marked distention of the small intestine. 
The obstruction, caused by very dense adhesions, 
was found in the right iliac fossa. As liberation of 
the obstructed ileum was regarded too hazardous, 
an anastomosis between a distended coil and the 
transverse colon was performed and a high jeju- 
nostomy was done. 

Aided by the subcutaneous administration of 
saline solution, the patient made a good recovery, 
but during the year following the operation he had 
many attacks of spasmodic pain. 

In August, 1928, he entered the hospital again 
with a more severe attack of pain accompanied by 
vomiting. He had no obstipation and did not appear 
ill. A barium meal and enema revealed no abnor- 
mality. Rapid recovery occurred. 

In March, 1929, he was re-admitted complaining 
of severe pain and vomiting. ‘The bowels were act- 
ing regularly, but there was slight distention of the 
abdomen and coils of intestine were visible and 
palpable. There was a mild pyrexia, but no toxemia 
such as was present at the time of the previous 
operation. 

At a second operation performed by the author, 
blood-stained fluid escaped when the peritoneum 
was opened and distention of about 4 ft. of intestine 
distal to the ileocolostomy was found. ‘The intestine 
had passed from the left of the ileocolostomy through 
the ring formed by the anastomosis and had rotated 
in an anti-clockwise direction through a complete 
turn. It was evident that neither the hernia nor the 
volvulus was of recent occurrence as they were both 
fixed by somewhat dense adhesions. After the loop 
had been emptied of a thin, yellow, offensive fluid, 
the hernia and volvulus were reduced and an anas- 
tomosis was made between the closed loop and the 
sigmoid. Recovery was uneventful. 

The author questions the validity of Williams’ 
theory of bacillus welchii toxemia in intestinal ob- 
struction because in this case a closed loop of ileum 
which had been present for at least three days or 
longer caused no demonstrable toxawmia whereas 
obstruction in continuity produced marked toxemia. 
He believes that the enthusiasm for serum treatment 
of the toxemia of intestinal obstruction is not well - 
founded, and that, when indicated, ileostomy or 
jejunostomy with the use of saline solution will give 
equally striking results. 

J. Epwin Kirkpatrick, M.D, 


Van Beuren, F. T., Jr.: The Mortality of Enteros- 
tomy in Acute Ileus. Amn. Surg., 1929, xc, 387. 


The most important danger in acute ileus is intes- 
tinal damage leading to toxemia and peritonitis. 
Intestinal damage is due primarily to intestinal over- 
distention or strangulation. ‘The most effective 
means of preventing or relieving intestinal over- 
distention is enterostomy done at the right time 
and in the correct manner. 

Van Beuren reports an analysis of all cases of 
acute ileus operated upon during the past twelve 
years at the Presbyterian Hospital, New York. 
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This twelve-year period is divided into three periods 
of four years each, the results in the periods being 
compared. ‘The findings are summarized as follows: 

1. Acute ileus was diagnosed more frequently 
during the period from 1924 to 1927 than during 
the period from 1916 to 1923. 

2. ‘The diagnosis is now being made earlier than 
formerly. 

3. The average mortality has been reduced 
during the past eight years, and especially during 
the past four years. 

4. Enterostomy is now being performed more 
frequently than formerly. It was done in one-third 
of the cases in the first period, one-half of those 
in the second period, and three-fourths of those 
in the third period. 

5. There has been a greater reduction in the 
average mortality in the cases treated by enteros- 
tomy than in those not so treated. 

6. The reduction in the average mortality in 
the cases not treated by enterostomy may be largely 
accounted for by the reduction in the number of 
late cases, but the reduction in the average mor- 
tality in the cases treated by enterostomy cannot 
be accounted for in this way. 

Cyrit J. Grasret, M.D. 


Jancke C. E.: Perforation of Simple Ulcer of the 
Small Intestine (Zur Perforation des einfachen 
Duenndarmgeschwuers). Zentralbl. f. Chir., 1929, 
p. 1222. 

By the term “simple ulcer of the small intestine” 
is meant, ulcers of the mucosa and the deeper layers 
of the small intestine which usually occur singly and 
resemble in shape the peptic ulcer of the stomach and 
duodenum. Such lesions are rare and are usually 
seen by the surgeon following perforation. The 
author reports two cases which came to operation 
with the diagnosis of acute peritonitis due to the 
perforation of a gastric ulcer. 

The first case was that of a man forty-one years of 
age who had suffered for six months with attacks of 
severe gastric pain accompanied by diarrhoea and 
vomiting. Operation performed during a renewed 
attack of pain disclosed a perforated ulcer in about 
the middle portion of the small intestine. The ulcer 
was excised and the resulting defect sutured. Fol- 
lowing primary recovery, another perforation oc- 
curred and resulted in the formation of an intestinal 
fistula. The patient died from inanition. Autopsy 
revealed numerous small ulcerations, chiefly in the 
ileum. In places these lesions were confluent. Be- 
tween others, the mucosa was oedematous. Besides 
the intestinal ulcers, there were two larger ul- 
cerations on the greater curvature of the stomach. 
Microscopic examination disclosed marked _in- 
flammatory infiltration of all layers of the in- 
testinal wall. 

The second case was that of a man seventy-one 
years of age who had suffered since he was twenty- 
four years of age with gastric and intestinal disturb- 
ances associated with constipation alternating with 


diarrhoea. Four days before his admission to the 
hospital he was taken with shooting pains in the 
abdomen which could not be definitely localized, and 
the day before he was seen by the author the pains 
had become worse in the region of the umbilicus and 
had resulted in collapse. Operation disclosed a per- 
forated ulcer of the small intestine 3 cm. above the 
ileocecal valve. The ulcer was turned in and sutured 
over. Death occurred on the following day. Autopsy 
revealed nothing of note besides the ulcerated area. 
There was no sign of typhoid, tuberculosis, or lues. 

In a third case cited by the author there was a 
perforation of the jejunum 30 cm. beneath the 
ligament of Treitz. As this lesion followed an ac- 
cident, the case was not included with the cases of 
pure simple ulcer. 

The symptoms of simple ulcer of the small intes- 
tine are extraordinarily varied. Many of such ulcers 
progress to perforation without symptoms. The 
cause of the lesions is unknown. Their formation is 
often explained in the same way as that of peptic 
ulcers of the duodenum. The ulcers situated deep 
have been attributed to the effect of tryptic enzymes 
on lesions in the intestinal wall. The author suggests 
that islands of gastric mucosa in the mucosa of the 
intestine might afford a favorable terrain for their 
development. Bone (Z). 


Tuomikoski, V.: How Much of the Small Intestine 
of Man Can Be Removed without Endangering 
Life? (Wie viel kann vom Duenndarm des Mensch- 
en entfernt werden, ohne dass sein Leben dadurch 
gefachrdet wird?). Acta chirurg. Scand., 1929, 
375+ 


The author investigated the utilization of nutri- 
ents in the case of a man whose small intestine had 
been resected by Palmén to such an extent that the 
remaining part of the jejuno-ileum measured only 
between 80 and go cm. Seven years after the opera- 
tion the patient enjoyed good health and was able 
to perform manual labor of medium severity. 

As the utilization of nutrients was found to be 
relatively good, the conclusion is drawn that life is 
immediately endangered only when no more than 
one-half a meter of the jejuno-ileum remains. ‘This 
length is necessary for anastomosis to the remaining 
portion of-the small intestine without causing 
tension. 


Black. J. M.: Primary Jejunal Ulcer. Brit. J. Surg., 
1929, xvii, 338. 

Black reports a case of primary jejunal ulcer 
occurring in a man fifty-three years of age. The 
patient was awakened at 4 a.m. by a sudden and very 
acute pain in the epigastrium, and at 8 p.m. was 
sent to the hospital with a diagnosis of acute ap- 
pendicitis. On examination, rigidity and tenderness 
were found throughout the abdomen and a diagnosis 
of perforated gastric ulcer or rupture of the appendix 
was made. 

Operation was performed at 8:30 p.m. When the 
peritoneum was opened there was a rush of green 


non 


| 
WwW 
ar 
fo 
ve 
ly 
p 
tl 
aw 
sl 
S] 
b 
d 
W 
cl 
je 
ir 
fl 
fi 
b 
Pp 
is 
je 
n 
t 
a 
e 
h 
li 
. ke 
0 
if 
il 
t 
Pp 
t 
0 
a 
f 


SURGERY OF THE ABDOMEN 


watery fluid. The appendix was normal. On ex- 
amination of the stomach and duodenum, no per- 
foration or lymph was discovered. When the trans- 
verse colon was delivered, a large amount of green 
lymph was found in the left hypochondrium. At a 
point 2 ft. from the beginning of the jejunum on 
the antimesenteric border, there was a congested 
area, the size of a six-pence piece, with a yellow 
slough in its center. When the plug of lymph was 
sponged off, greenish fluid appeared through a 
perforation the size of a match head. The ulcer- 
bearing area was excised and a lateral anastomosis 
performed. The abdomen was then closed with 
drainage and 80 c.cm. of bacillus welchii antitoxin 
were administered intramuscularly. 

The patient made a good recovery and was dis- 
charged from the hospital at the end of a month. 

On examination of the resected portion of the 
jejunum, Harvey found a small ulcer of the mucosa 
in continuity with a perforation of the serosa which, 
on microscopic examination, showed an acute in- 
flammatory cell reaction with exudation extending 
from the Lieberkuhn’s glands of the mucous mem- 
brane through the peritoneum at the site of the 
perforation. 

According to the literature, primary jejunal ulcer 
is a very rare lesion. Jejunal ulcer following gastro- 
jejunostomy is more common. 

J. Enwin Kirkpatrick, M.D. 


Pieri, G.: Resection and Anastomosis of the Cz- 
cum and Sigmoid Colon in the Treatment of 
Czecum Mobile (L’anastomose-résection 
sigmoidienne dans le traitement du cecum mobile). 
J. de chir., 1929, Xxxiv, 33. 

A mobile caecum remains clinically latent until 
stasis occurs in it. Stasis, not the mobility itself, is 
the indication for operation. The procedure recom- 
mended by the author consists in wide resection of 
the cecum, resection of the wall of the lower part of 
the sigmoid, and end-to-side anastomosis. A simple 
anastomosis does not divert the cecal contents with 
sufficient surety and completeness; neither does it 
eliminate the wall of the cawcal cul-de-sac, which 
has either already undergone changes or has become 
liable to changes. The anastomosis is made in the 
lower part of the sigmoid, near the promontory, in 
order to fix the cacal stump in such a manner that 
it will no longer exert traction on its mesentery and 
in order to assure direct descent of the cecal con- 
tents without the possibility of reflux into the 
proximal part of the sigmoid. 

The transverse section of the cecum starts above 
the appendix and runs upward and medially to a 
point 1 cm. from the lower margin of the insertion 
of the small intestine. The incision in the sigmoid is 
at least 6 cm. long and is made on the anterior sur- 
face between the double row of epiploic appendices. 
The technique demands patience and exact suturing. 

The highest part of the posterior surface of the 
cecum is stitched to the extreme lateral part of the 
sigmoid loop with continuous silk sutures. A second 
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row of continuous sutures, parallel and concentric, 
is placed at a distance of a few millimeters from the 
first. The ends are left sufficiently long for use in 
suturing the anterior surface of the cecum to the 
left lateral surface of the sigmoid loop. An intes- 
tinal clamp is placed on the base of the cecum above 
the rows of sutures. With another clamp, the an- 
terior wall of the base of the sigmoid loop is elevated 
and compressed. The posterior wall of the cecum 
is then sectioned at a distance of 3 or 4 mm. from 
the second row of sutures. Close to the insertion 
of the appendix the anterior wall is sectioned with 
scissors. A strip of the wall of the sigmoid is then 
resected between the row of sutures and the inser- 
tions of the epiploic appendices, a few millimeters of 
wall being left on each side. Longitudinally, the 
resected strip is 0.5 cm. shorter than the row of 
sutures. 

The intestinal walls are next sutured with catgut 
through their entire thickness. The suturing is 
begun on the side corresponding to the posterior 
wall of the cecum, continuous sutures being used. 
With the same piece of catgut it is continued on the 
anterior wall, where Connel’s sutures are employed. 
When the intestinal cavities have been thus closed, 
the clamps are removed and the double row of 
seromuscular sutures are continued anteriorly. 
The sigmoid loop immediately below the anasto- 
mosis is fixed to the right wall of the pelvis by a few 
interrupted stitches to assure a vertical direction of 
the sigmoid loop below the anastomosis with avoid- 
ance of kinking and to reduce traction on the su- 
tures of the anastomosis. It is regarded as prudent 
also to obliterate the space that has been formed 
between the mesentery of the sigmoid and the pos- 
terior peritoneum. 

Pieri has performed this operation in fourteen 
cases with good results. The first case was treated 
three years ago. The technique is shown by 
drawings. CARPENTER, 


Freedman, H. J.: Forty-Two Cases of Appendicitis 
in Children Occurring During an Epidemic of 
Upper Respiratory Tract Infection. Arch. 
Pediat., 1929, xlvi, 604. 

The two youngest patients whose cases are re- 
viewed by the author were two years of age. In 
both, perforation of the appendix occurred, Freed- 
man is of the opinion that perforation occurs more 
frequently in children than in adults. He states that 
the temperature, which in adults is usually elevated 
in perforated appendicitis, is of little decisive value 
in the diagnosis of this condition in the young. ‘The 
pulse is quite an accurate sign of toxicity, being con- 
siderably elevated in perforated appendicitis and 
only slightly elevated in non-perforated appendicitis. 
The leucocyte count is very important. Leuco- 
pwnia may be indicative of severe toxicity and over- 
whelming infection. The urine often shows white 
blood cells in appendicitis. 

The early symptoms are not uniform. In 79.4 
per cent of the cases reviewed the first symptom was 
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pain. This was usually localized in the right lower 
quadrant of the abdomen. Vomiting was a common 
symptom, especially in cases of perforation. Diar- 
rhoea was exceptional, whereas constipation occurred 
in 67.7 per cent of the cases. The presence of acute 
infection of the upper respiratory tract and the dis- 
covery of enlarged abdominal glands at operation 
suggested to the author that acute appendicitis may 
often be a sequela of infection of the upper respira- 
tory tract. The physical findings of most value in 
the diagnosis were localized tenderness and spasm 
in the abdomen. Joun H. Wootsey, M.D. 


Ferey, D.: A Case of Acute Diverticulitis of the 
Ascending Colon Simulating Acute Appendi- 
citis (Un cas de diverticulite aigué du colon droit 
simulant une appendicite aigué). Bull. et mém. Soc. 
nat. de chir., 1929, lv, 747. 


Ferey’s case was that of a woman twenty-six 
years of age who was seized at 7 o’clock in the morn- 
ing with severe pain in the right side of the abdomen 
which irradiated toward the epigastrium and was 
followed by nausea. During the day she passed gas 
and two stools without diarrhoea. The urine was 
cloudy and scanty. Examination the next day 
revealed tenderness and marked contracture of the 
abdominal wall in the region of McBurney’s point. 
The temperature was 38.4 degrees F. and the pulse 


100. 

When the abdomen was opened, a hard, reddish, 
sclerolipomatous mass the size of a large chestnut 
was found on the antero-external surface of the 
ascending colon, about ro cm. from the fundus of the 
cecum, Within the fatty part of this mass there 
was a red inflamed diverticulum which seemed to 
have been strangulated by the colon wall through 
which it had herniated. The appendix and uter- 
ine adnexa were normal. The diverticulum was 
resected and the wall of the intestine sutured. As 
is usual in diverticula of the intestine, the muscular 
layer was absent. Most diverticula of the large in- 
testine occur in the pelvic colon. 

Mourg, in discussing Ferey’s report, cited a 
similar case, that of a woman thirty years of age who 
was taken with sudden severe abdominal pain which 
was especially marked on the right side and was 
accompanied by vomiting, a temperature of 38.5 
degrees F., and tenderness and slight muscular 
defense at McBurney’s point. As the cecum was 
being exteriorized, an induration the size of half a 
hazelnut was felt on the antero-external surface 
5 cm. above and outside the implantation of the 
appendix. The appendix was large but apparently 
normal. The mass was continuous with the intestinal 
wall, yellowish, and formed by inflammatory 
fibrolipomatous tissue. In the center there was an 
orifice communicating with the cavity of the cecum. 
Two centimeters above there was a diverticulum 
the size of a pea which was not infected and had 
supple walls. After suture of the orifice of the first 
diverticulum and of the base of the second with the 
extremity invaginated the anterior and exterior 


fascia of the cacum were sutured together in such a 
way that the region of the two diverticula was buried. 
Microscopic examination showed that the diverticula 
were small herniz of the mucosa through the 
muscularis. Fluoroscopic examination during cone 
valescence failed to reveal any other diverticula of 
the colon. Pace. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Ravdin, I. S.: Some Aspects of Carbohydrate Metab- 
olism in Hepatic Disease. J. Am. M. Ass., 1929, 
xciii, 1193. 

Wangensteen, O. H.: Complete External Biliary 
Fistula, a Potential Serious Postoperative Com- 
plication: Report of Cases. J. Am. M. Ass., 1929, 
xcili, 1199. 

Cattell, R. B., and Kiefer, E. D.: Failures After 
Cholecystectomy. J. Am. M. Ass., 1929, xciii, 
1270. 


Ravoin: The administration of dextrose previous 
to operation improves the patient’s condition and 
reduces the operative risk. Of equal importance is 
a high carbohydrate diet or the administration of 
large amounts of dextrose intravenously after oper- 
ation, as cell regeneration occurs more quickly and 
hepatic function improves much earlier when the 
patient receives large amounts of carbohydrate. 

Dextrose in dilute solutions is of more value than 
dextrose in a 50 per cent solution because, being re- 
ceived by the body more slowly, it is more readily 
utilized and does not have a dehydrating effect 
which seriously impairs liver function. In dehy- 
— animals, glycogen formation does not take 
place. 

It appears that in cases of obstruction of the com- 
mon duct insulin is not necessary unless there is 
evidence of a deficiency of the internal secretion of 
the pancreas. 

Dextrose causes a reduction in the coagulation 
time of the blood, particularly in jaundiced patients. 
It has a more marked effect than calcium chloride. 
In postoperative “liver shock” it is preferable to 
epinephrin. 

WANGENSTEEN: In the early days of gall-bladder 
surgery, a persistent biliary fistula was a common 
sequela of operation. In 97 per cent of the cases it 
was due to faulty technique, and in 3 per cent to 
obstruction of the common bile duct. Today, it is 
rare. 

Although in a large number of instances patients 
with total external loss of bile continue in excellent 
health, indicating that, in man, bile is not essential 
to life, in some cases the protracted external loss of 
bile results in a marked loss of weight and strength. 
In less omnivorous animals than man, continued 
good health can be maintained in the presence of a 
biliary fistula only by a well-regulated diet. 

In the presence of a complete irremovable ob- 
struction of the common bile duct, internal drainage 
of the bile is to be preferred to the primary estab- 
lishment of an external fistula as an external fistula 
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may not be well tolerated by patients who are poor 
operative risks. 

CaTreE.Lt and Kierer: Of a series of 548 cases in 
which cholecystectomy was performed, the results 
were unsatisfactory in 55 (12 per cent). For the 
purpose of study the latter were divided into the fol- 
lowing three groups: (1) those in which the poor re- 
sults were due directly to the operative procedure; 
namely, cases of incomplete removal of stones, in- 
jury to the common duct, postoperative hernia, and 
operative death; (2) cases in which the gall-bladder 
disease was associated with a functional colon dis- 
order, peptic ulcer, achlorhydria, or some other con- 
dition producing gastro-intestinal symptoms; and 
(3) cases in which the diagnosis was probably in- 
correct. 

In the first group the operative mortality was 5.1 
per cent. Of 235 patients who were re-examined, 6 
per cent were found to have a postoperative hernia. 
One patient required a second operation for the re- 
moval of 2 small stones from the common duct. 

It is believed that the operative mortality has 
been greatly reduced during the past two years by 
better selection of the cases, better operative pro- 
cedures, the use of spinal anesthesia, and better 
pre-operative preparation and postoperative care. 
In the cases treated earlier, the unsatisfactory results 
and the higher operative mortality were due to 
simultaneously performed extrabiliary operations. 
Today, extrabiliary operations are not done at the 
time of cholecystectomy. Routine exploration of the 
common duct has resulted in a 50 per cent increase 
in the frequency with which common duct stones 
are discovered. 

In cases of the type included in the second group, 
the patient may be led to conclude that the opera- 
tion on the gall bladder was unsuccessful by symp- 
toms due to the extrabiliary condition. Postopera- 
tive hygiene should be applied to all cases in which 
cholecystectomy has been done. The patients 
should be warned against acquiring excess weight. 
Those with achlorhydria should be given hydro- 
chloric acid, and those with peptic ulcer or a func- 
tional disorder of the colon should receive treatment 
for the gastric or intestinal condition. 

In the third group of cases reviewed most of the 
operations were performed before the introduction 
of cholecystography and 50 per cent of the erroneous 
diagnoses were due to functional disorders of the 
colon. Non-visualization of the gall bladder after 
either the oral or the intravenous administration of 
the dye should not be considered conclusive evi- 
dence of gall-bladder disease when there is clinical 
or laboratory evidence of a functional disorder of 
the colon. 

The highest incidence of unsatisfactory results 
follows the removal of non-calculous gall bladders. 
The patient with chronic cholecystitis should be 
treated conservatively with a period of medical man- 
agement directed toward the relief of the stomach 
and intestinal symptoms. 

E. SHACKLETON, M.D. 
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Morrin, F. J.: Polycystic Disease of the Liver. 
Trish J. M. Sc., 1929, 6 s., 666. 

Multiple non-parasitic cysts of the liver are com- 
paratively rare. In infants they are usually asso- 
ciated with congenital deformities, and in adults 
they are often found in association with cysts of the 
kidneys, pancreas, spleen, and other organs. 

The cause of polycystic disease of the liver is un- 
known, but according to one theory the cysts are 
due to the inclusion of isolated portions of the wolf- 
fian body. 

The author reports the cases of two sisters aged 
thirty-five and forty-five years. The histories were 
strikingly similar. Both patients had had attacks of 
abdominal pain with occasional vomiting, and in 
both an enlarged and nodular liver was palpable. 
In one case the diagnosis of polycystic disease of the 
liver was made before operation, and at laparotomy 
numerous bluish-green cysts varying in size from 
that of a walnut to that of a tennis ball were found 
scattered throughout the substance of the liver. In 
one case, numerous cysts were discovered also in the 
pelvis, kidney and mesocolon. In one case a portion 
of the cystic liver was excised, and in the other 
several cysts were aspirated. Both patients made an 
uneventful recovery. 

The fluid obtained from the cysts was clear, 
slightly straw colored and alkaline. It had a specific 
gravity of 1.026 and contained urea, cholesterin, and 
sodium chloride. Microscopic examination showed 
the cyst walls to be thin and lined by cubical epi- 
thelium. STANLEY H. Menrzer, M.D. 


Illingworth, C. F. W.: Cholesterosis of the Gall 
Bladder. Brit. J. Surg., 1929, xvii, 203. 


Cholesterosis of the gall bladder includes the so- 
called strawberry change and also cholesterol poly- 
posis which consists essentially of an infiltration of 
the epithelium and stroma of the mucous membrane 
by lipoids and especially by cholesterol. In the 
stroma a characteristic feature is the presence of 
large ‘‘foamy” cells of endothelial origin. 

Cholesterosis occurs most frequently in middle 
life. It is usually associated with cholecystitis, and 
often with gall stones. Cholecystography indicates 
that in uncomplicated cases the concentration of 
bile and the emptying in response to fats are not 
affected. In some cases the cholesterol content of 
the blood is raised, but often remains normal. The 
symptoms are extremely varied. The most rational 
treatment is cholecystectomy. 

The author reports experiments which indicate 
that, in the rabbit, cholesterosis may be brought 
about most readily by the association of a prolonged 
state of hypercholesterolemia with a mild chronic 
bacterial cholecystitis; that it does not result simply 
from the deposit of an excess of cholesterol from the 
blood, but is intimately linked up with the function 
of the gall bladder with regard to cholesterol. In an 
experimental investigation of the absorbing function 
of the gall bladder it was found that the absorption 
of several other lipoids is easily demonstrable, and 
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that cholesterol is absorbed in an unrecognizable 
form, its presence in the mucosa being obscured. 
Absorption of cholesterol from the bile probably 
occurs only when the cholesterol is present in excess. 
The conclusion is drawn that cholesterosis results 
from two primary changes: first, an increase in the 
cholesterol content of the bile which leads to the 
absorption of cholesterol into the mucous membrane 
of the gall bladder, and second, a change in the physi- 
cal and chemical state of the absorbed or invisible 
cholesterol which renders it optically active and 
recognizable and, by preventing its transport, leads 
to its accumulation in the gall-bladder wall. This 
change is due most frequently to an inflammation of 
the gall bladder. J. Frank Doucury, M.D. 


Cotte, G.: Two-Stage Operation for Cholelithiasis 
with Retention of Bile and Angiocholitis 
(L’intervention chirurgicale en deux temps chez les 
lithiasiques en rétention biliaire avec angiocholite). 
Bull. et mém. Soc. nat. de chir., 1929, lv, 872. 


The advisability of operating in the presence of 
icterus, especially icterus accompanied by fever, has 
always been a problem. When drainage by Lyon’s 
method is not feasible, a two-stage operation may be 
considered—first, simple drainage, and then, after 
subsidence of the infection, a radical procedure 
directed toward the essential lesion. The author 
reports six cases of cholelithiasis in which a two- 
stage operation was done during acute cholangeitis 
with icterus and a high oscillating temperature. 

In the first case, that of a woman forty-nine years 
of age, a subserous cholecystectomy:was done in the 
first stage because it happened to be easy, and, 
without further exploration, a drain was placed in 
the common duct. The fever and icterus gradually 
subsided, but a roentgenogram showed a stone in the 
ampulla. The stone was removed at the second 
operation under the best of conditions. An excellent 
recovery resulted. Cotte states that in such a case 
cholecystectomy would ordinarily be associated with 
excessive risk and it is usually best to do a simple 
cholecystostomy or incise the gall bladder and 
cystic duct longitudinally to the common duct. 

The second case was that of a woman fifty-four 
years old who was operated upon for an acute in- 
fection complicating cholelithiasis of long duration. 
Nine stones were removed from the gall bladder and 
six from the common duct through an incision in the 
cystic duct. Although the common duct was evi- 
dently still obstructed, the operation was terminated 
with drainage. Three weeks later, after subsidence 
of the infection, five stones were removed from the 
lower end of the common duct by mobilization of 
the duodenum and a cholecystectomy was done. 
Uneventful recovery resulted. 

In the third case, that of a man thirty-four years of 
age, operation showed the liver to be enormously en- 
larged and indurated. The gall bladder and cystic 
duct were incised to the common duct and six small 
stones removed from the latter. The operation was 
terminated by drainage of the hepatic duct and 


tamponade. Six weeks later the liver had returned 
to its normal size, but a roentgenogram demonstrat- 
ed a stone in the common duct. The stone was 
subsequently removed. The patient died of unex- 
plained peritonitis. 

Case 4 was that of a man sixty-four years of age 
who presented all of the signs and symptoms of 
subacute cholangeitis. A loss of weight of about 40 
lb. suggested the presence of a neoplasm. Because of 
the patient’s precarious general condition, the gall 
bladder was drained under local anaesthesia. Con- 
siderable improvement followed. At a second opera- 
tion under local anesthesia, the common duct was 
explored and drained. No stones were found. The 
symptoms of obstruction persisted. A roentgeno- 
gram made after the injection of lipiodol showed an 
inflammatory stricture. Complete cure was finally 
obtained by choledochoduodenostomy. In a short 
time the patient gained 30 lb. 

The two other cases also demonstrated the rapid 
subsidence of infection following drainage and the 
advantages of the author’s method of roentgeno- 
graphing the bile passages. 

Cotte believes that if operation is done in two or 
more stages many patients can be saved who would 
probably succumb to any but the most simple 
operation. While it might seem that the second 
stage would be complicated by the changes left by 
the first, such is not the case if the interval between 
the operations is not too greatly prolonged. The 
adhesions will not be too firmly organized, and the 
drain will serve as a guide to the common duct. 

Avsert F. De Groat, M.D. 


Deaver, J. B.: Causes of Morbidity and Mortality 
of Operation for Gall-Stone Disease. Surg., 
Gynec. & Obst., 1929, xlix, 308. 


The early stage of gall-bladder disease is regarded 
as a manifestation of a general metabolic disorder in 
which the liver plays a prominent réle. It is seen 
most often in young women coming to operation for 
symptoms of gall stones after a more or less recent 
pregnancy. The gall bladder in such patients is 
usually normal in appearance and the bile is sterile. 
One of the early manifestations of gall-bladder 
disease is bile stasis. Because of the stasis, bacteria 
brought to. the gall bladder from the liver or the 
blood stream are not carried off, and infection re- 
sults. The infection spreads to the liver, causing 
cirrhosis, and later produces dilatation of the heart 
and myocardial weakness. This chain of events can 
be prevented only by early operation on the gall 
bladder. Medical treatment is prolonged and ex- 
pensive, and its effects are usually only temporary. 

In a follow-up of patients who were not entirely 
relieved by cholecystectomy it was found that 59 
per cent had had digestive trouble with attacks of 
gall-stone colic for from two to twenty years, during 
which time the disease had involved several organs. 

From the surgical point of view the most regret- 
table cause of postoperative morbidity is failure to 
remove the diseased gall bladder, drain the common 
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duct, and determine the patency of the papilla of 
Vater. Contracture of the papilla by cedema, stric- 
ture, calculi, or tumor may result in back-pressure of 
pancreatic fluid as well as of bile. 

Persistence of symptoms and recurrence of stones 
after cholecystectomy can be traced directly to delay 
of operation. When changes have occurred in the 
liver, stomach, pancreas, and other organs, internal 
drainage by cholecystoduodenostomy or cholecysto- 
gastrostomy may be established, but drainage of the 
common duct with a T tube is better as stones are 
likely to recur when the gall bladder is left in situ, in 
spite of anastomosis. 

Chronic pylorospasm can be corrected by removal 
of the anterior half of the pyloric sphincter. 

Postoperative adhesions, although not uncom- 
mon, do not play as important a rdle as is often 
attributed to them. The recurrence of symptoms so 
often attributed to adhesions is more often due to 
chronic pylorospasm. 

fistulous communication between the gall 
bladder and the duodenum or colon ultimately leads 
to infection of the liver. 

The most frequent causes of postoperative mor- 
bidity and mortality are local or diffuse hepatic 
fibrosis, cholangeitis, and liver abscess. 

Stone in the common duct is rarely primary. With 
few exceptions, biliary calculi originate in the gall 
bladder. Involvement of the common duct is the 
result of prolonged gall-bladder disease. 

In the author’s clinic, the most common causes 
of death are cardiovascular disease—acuté dilata- 
tion, embolism, and coronary thrombosis. Most 
cardiac deaths are those of obese women in whom 
there is doubtless a deposit of fat about the heart 
that, in most instances, is already attacked by 
myocardial weakness. 

Pneumonia stands low in the list of causes of post- 
operative deaths. This is explained partly by the 
fact that the operation is performed under intra- 
spinal anesthesia and partly by the fact that dia- 
thermy is used. Liver shock is rarely seen by the 
author, probably because of the pre-operative care 
given and the use of diathermy during the operation. 

A cause of death of patients with marked jaundice 
associated with calculus is undoubtedly the surgeon’s 
failure to perform a preliminary cholecystostomy to 
decompress the liver. 

In the pre-operative preparation of the obese 
patient, weight reduction is important, but must not 
be accomplished too rapidly. 

Hemorrhage is a rare postoperative complication 
in the author’s cases because of adequate pre- 
operative preparation with the intravenous ad- 
ministration of calcium chloride and X-ray irradia- 
tion of the spleen. 

Primary or operative bleeding is due to insecure 
ligation of the cystic artery resulting from inade- 
quate exposure or to failure to close the gall-bladder 
bed completely by suture. 

In the author’s opinion the so-called “bile peri- 
tonitis” occasionally given as a cause of death is in 
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most instances not peritonitis but intraperitoneal 
leakage of bile. 

In conclusion Deaver says that improvement in 
the morbidity and mortality of operations for gall- 
stone disease is dependent upon early diagnosis and 
early surgery. STanLey H. Mentzer, M.D. 


Gibbon, J. H.: A Review of the Operations Done 
on the Gall Bladder and Ducts. Ann. Surg., 
1929, XC, 367. 

Cholecystostomy is often a life-saving proce- 
dure when other operations upon the biliary tract 
would carry too great a risk. This is true especially 
in acute empyema of the gall bladder and in the 
cases of patients who are old or in poor general con- 
dition; also when the operator is inexperienced. 

Stones probably seldom re-form after cholecystos- 
tomy. Those found in secondary operations are 
usually stones left behind at the first operations. 
When stones are overlooked, the patient is better off 
with than without a gall bladder. 

Cholecystectomy represents the ideal operation, 
yet theauthor reports that it was possible in only about 
70 per cent of 300 operations on the gall bladder and 
ducts. It is not without risk because of the disturb- 
ances of the biliary circulation that follow. The 
danger of injury to the common duct in the ap- 
plication of the forceps to the cystic duct or to con- 
trol bleeding from the cystic artery must be borne in 
mind. It cannot be said that fewer and less crippling 
adhesions follow cholecystectomy than cholecystos- 
tomy. The number and type of adhesions follow- 
ing either operation are dependent upon the type 
and severity of the infection. 

The author has abandoned closure of the ab- 
dominal wall without a soft rubber drain since it is 
well known that in a small percentage of cases bile 
leakage occurs after cholecystectomy, either from 
loosening of the ligature on the cystic duct or from 
open radicals in the gall-bladder bed. 

A dilated common duct in the presence of a func- 
tioning gall bladder means obstruction and should be 
opened. It is often better to remove the stone 
through a transduodenal incision than by passing 
probes or forceps into the common duct, as rough 
instrumentation is apt to produce injury with 
subsequent stricture. Anastomoses of the gall blad- 
der to the common duct or stomach, although suc- 
cessful and valuable procedures, are not without 
danger because of the possibility of infection as- 
cending from the gastro-intestinal tract. 

STANLEY H. Mentzer, M.D. 


Cotte, G.: X-Ray Exploration of the Bile Tract with 
the Injection of Lipiodol After Cholecystectomy 
or Choledochotomy (Sur l’exploration radio- 
logique des voies biliaires avec injection de lipiodol 
aprés cholécystostomie ou cholédocotomie). Bull. et 
mém. Soc. nat. de chir., 1929, lv, 863. 


For the last four years the author has been 
routinely verifying the permeability of the bile 
passages after operation by X-ray examination with 
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the injection of lipiodol through the drainage tube or 
fistula. When this procedure shows that the obstruc- 
tion has not been relieved, re-operation can be done 
without waiting for the development of a persistent 
fistula, pain or jaundice. The drain serves as a guide 
to the common duct, and with the information fur- 
nished by the roentgenogram the surgeon can pro- 
ceed directly to the site of the disturbance. 

In two cases the postoperative examination re- 
vealed calculi in the common duct that had been 
overlooked. After removal of the stones at a second 
operation, permeability of the bile passages was 
demonstrated. The method sometimes reveals 
lesions of a different nature. In one case, in which 
the jaundice persisted and the stools remained 
colorless after the removal of a large stone from the 
common duct, the first roentgenogram showed the 
entire bile tract to be dilated and the lipiodol to be 
passing into the duodenum with difficulty, but a 
second roentgenogram, made several days later, 
showed the lipiodol passing more freely. Removal of 
the drain was followed by rapid recovery. In this 
case the obstruction was probably due to pancrea- 
titis. AvBert F. De Groat, M.D. 


Whipple, A. O.: The Surgical Treatment of Bile 
Typhoid Carriers. Ann. Surg., 1929, xc, 631. 


During 1920 and 1921 there were about 150,000 
cases of typhoid fever in the United States, with the 
production of approximately 7,500 typhoid carriers. 
It has been established that the chronic carrier state 
arises in most instances in a convalescent. The car- 
rier spreads the bacilli by both urine and feces. The 
urine carrier state clears up quickly; in only 1 per 
cent of typhoid cases does the bacilluria continue for 
as long as two or three months. 

Stool carriers may spread their infection for many 
years. The stool may become infected from the 
bowel itself, but in the majority of cases the infec- 
tion arises in the liver or the gall bladder. Typhoid 
bacilli were found in the faces during convalescence 
in 21 per cent of 164 cases of typhoid, and in 14 
cases duodenal intubation cultures revealed the 
bacilli after 3 consecutive stool cultures had been 
negative. Garbat has shown that in 15 per cent of 
carriers cultures of the stools alone fail to reveal 
the bacilli. Therefore duodenal intubation cultures 
are even more necessary than stool cultures. It is 
important to differentiate the intestinal from the 
bile carrier. 

At the present time the New York State Depart- 
ment of Health has a list of 210 active typhoid car- 
riers. Last year alone, 20 new carriers were added. 
One had had typhoid thirty-seven years previously. 

No cure for the bile carrier state other than 
cholecystectomy or drainage of the common duct 
has been discovered. The author reports the cases 
of 14 typhoid carriers who were subjected to chole- 
cystectomy or drainage of the common duct or both. 
Six were operated upon late during convalescence. 
The remaining 8 had had typhoid fever many 
months or years previously. Two patients died fol- 


lowing the operation; both were deeply jaundiced 
and had had long-standing gall-stone disease with 
cholangeitis. The others were cured of the carrier 
state with the exception of 1 whose duodenal bile 
still contains typhoid bacilli, showing him to be a 
liver carrier, and 1 who was subjected only to 
cholecystostomy. 

If the convalescent becomes a carrier and has 
symptoms of cholecystitis or cholecystographic evi- 
dence of gall-bladder disease, the gall bladder should 
be removed. Gall stones are especially apt to main- 
tain the carrier state as they are porous and pervi- 
ous to typhoid bacilli and therefore prevent the gall 
bladder from freeing itself of infection. For the 
chronic bile carrier, surgery is the only treatment 
offering any possibility of cure. Cholecystectomy is 
effective in probably 70 per cent of the cases. 

Routine cultures of the gall-bladder wall, bile, and 
stones should be made after cholecystectomy. Six 
of the reported carriers were discovered from the 
findings of such cultures. 

STANLEY H. Mentzer, M.D. 


Wolfer, J. A.: Bile Leakage from the Cystic Duct 
Following Cholecystectomy; An Experimental 
Study of the Obliteration of the Cystic Duct 
Stump. Surg., Gynec. & Obst., 1929, xlix, 462. 


The author followed the changes in the cystic duct 
stump after cholecystectomy in forty-six dogs. Speci- 
mens of the ligated cystic duct were studied grossly 
and microscopically at intervals of from one to 
thirty-three days after the operation. 

It was found that, immediately after the chole- 
cystectomy, the duct stump was covered by an exu- 
date. The stump underwent aseptic necrosis with 
leucocytic infiltration and partial absorption. The 
extent of the necrosis depended upon the blood 
supply remaining to the duct. The more duct that 
was dissected free proximal to the ligature the 
farther proximal the necrosis extended. After a few 
days, young connective tissue cells appeared in the 
exudate about the stump. The exudate became 
organized and vascularized. The duct stump under- 
went fibrosis and finally appeared as a mass of scar 
tissue embedded in the organized exudate. 

From the fourth to the sixth day after the opera- 
tion the duct was very brittle and broke readily at 
the point of ligation. To determine whether in- 
creased intrabiliary pressure might rupture the duct 
at this point the common duct was cannulated and 
pressure applied as high as 176 mm. Hg. In four 
instances leakage or rupture of the duct stump was 
produced between the fourth and ninth postopera- 
tive days. In one animal the duct ruptured at the 
point of ligation when a pressure of 66 mm. Hg. was 
applied. 

When gauze drains were inserted to the ligated 
duct and removed on the third postoperative day, 
it appeared that they either prevented exudate de- 
posit or drained away the exudate about the duct 
and prevented adjacent structures from covering 
the duct. 
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The author concludes that since the cystic duct 
undergoes aseptic necrosis due to deprivation of its 
blood supply, only a sufficient portion of the duct 
should be dissected free to establish its identity. A 
single ligature, not too tightly tied, should be placed 
at the point of contact with undisturbed normal tis- 
sues. The organization of the exudate about the 
duct stump is the important factor in its oblitera- 
tion. Drainage material leading to the duct stump 
is undesirable because it interferes with the forma- 
tion and deposition of the exudate. If a drain is 
removed at the end of seventy-two hours, it is pos- 
sible for the trauma to rupture the duct which is 
unprotected by a sleeve of exudate. If a drain is 
employed, it should be placed well away from the 
duct stump so that it can in no way interfere with 
the formation of the exudate or with the collapse 
of the surrounding structures over the duct stump. 
Drainage is rarely required to care for bile leakage, 
and should be used for that purpose only when the 
duct wall is very friable or extensively changed by 
a pathological process. | C. W. Haacensen, M.D. 


Friend, E.: Abnormalities of the Bile Ducts, Their 
Vessels and Their Surgical Significance. [/linois 
M.J., 1929, lvi, 169. 

The author reviews the variations in the blood 
supply of the gall bladder and the anomalous ducts 
reported by Flint, Kerr, Eisendrath, and others, and 
discusses the surgical catastrophes that may result 
from failure to recognize them. The most common 
blunders committed in primary surgical procedures 
on the gall bladder are non-removal of the diseased 
viscus because of failure to appreciate its patho- 
logical condition, the overlooking of stones in the 
ducts, injury to the ducts, and injury to accessory 
ducts. If proper exposure is obtained, such errors 
will be avoided. 

Flint’s statistics show eight deaths from post- 
operative bile leakage during twelve years of biliary 
surgery. It is probable that in most instances the 
leakage was due to the division of accessory ducts. 
The author believes that after the tube has been 
introduced into the common duct no bile need 
appear for from twenty-four to thirty-eight hours. 
He recommends that drainage be established in all 
cases, preferably through a stab wound. 

When an accessory duct has been ligated the por- 
tion of the liver that it drains does not atrophy as 
bile can make its way from one group of liver cells 
to another in the immediate neighborhood. When 
accessory ducts are cut and not ligated the small 
ducts gradually close as the result of cicatricial 
changes. 

The author warns against ligation of structures 
en masse. StanLEY H. Mentzer, M.D. 


Deaver, J. B., and Burden, V. G.: Cholangeitis. 
Surg. Clin. N. Am., 1929, ix, 1020. 


The authors review the minute anatomy of the 
bile channels, emphasizing the importance of the 
parietal sacculi and mucous glands in relation to 
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ductal infections. When the bile channels are in- 
fected, the sacculi and glands are likewise involved, 
a fact which accounts for the seriousness and the 
long duration of most ductal infections. Since in- 
fection spreads from these areas or to these areas 
from the gall bladder, liver, pancreas, and other con- 
tiguous structures, cholangeitis is rarely a local 
lesion. It is usually secondary to gall-bladder dis- 
ease, but may follow systemic infections, fevers, and 
ascending infection from a gastro-enteritis. If the 
gall-bladder infection includes stones and secondary 
ductal infection occurs by blockage, the typical signs 
of cholangeitis occur with intermittent chills and 
fever, persistent jaundice, and stool changes. If 
sugical intervention is delayed at this stage, pus 
accumulates within the ducts and liver abscesses 
occasionally occur. The gravity of the condition 
becomes proportionately greater as the surgeon’s 
help is withheld. 

Clinically, cholangeitis occurs in essentially two 
forms, the acute and the chronic. The former is 
represented by acute catarrhal and acute suppura- 
tive forms. The chronic variety closely resembles 
hepatitis and biliary cirrhosis. The symptoms are 
those of infection plus certain peculiar features re- 
lated to the liver and its infections. In the severe 
types the prognosis is unfavorable. In chronic 
forms, there are recurrent attacks of fever, jaun- 
dice, and enlargement of the liver, and the liver 
presents the appearance of cirrhosis. 

The most important factor in the treatment of 
cholangeitis is its surgical management. Therefore 
the opinion of a surgeon should be sought early. 
When the condition is acute, external drainage of 
bile should be established by the most direct means. 
This may be accomplished by cholecystostomy. If 
there is any doubt as to the possibility of establish- 
ing direct external drainage, drainage of the com- 
mon duct by a T-tube is best. Internal drainage by 
cholecystogastrostomy or cholecystoduodenostomy 
is seldom used because external drainage is prefer- 
able in cases of infection, the stoma of the anastomo- 
sis does not remain patent when the common duct 
is not obstructed, and the presence of an anastomotic 
opening may favor the ascent of an infection. 

StanLey H. Mentzer, M.D, 


Leveuf, J.: Three Cases of Chronic Pancreatitis 
with Icterus Treated by Cholecystostomy; 
Roentgen Exploration of the Bile Tract After 
the Injection of Lipiodol (Trois observations de 
pancréatite chronique avec ictére traitée par la 
cholécystostomie; exploration radiologique des voies 
biliaires aprés injection de lipiodol). Bull. et. mém. 
Soc. nat. de chir., 1929, lv, tors. 


The patients whose cases are reported were women 
forty-six, twenty-nine, and sixty-seven years of age. 
In the first case the condition was first manifested 
by a sudden attack of epigastric pain; in the second, 
by fever followed by repeated vomiting; and in 
the third, by the relatively gradual development of 
digestive disturbances and diarrhoea. A short time 


after the initial symptoms, icterus began and grad- 
ually grew darker with a greenish tinge. The stools 
became completely colorless. This icterus from re- 
tention is not accompanied by fever. The only pain 
in the author’s cases was that experienced by the 
first patient for twenty-four hours in the beginning. 
The gall bladder could not be palpated, but at 
operation was found distended. The general condi- 
tion was seriously affected, with resulting marked 
asthenia and emaciation. Such symptoms might 
indicate cancer of the head of the pancreas if the 
youth of some patients presenting them did not 
argue against such a diagnosis. In the author’s 
second case the signs of attenuated pancreatitis 
described by Delbet were sought, but as the pan- 
creatitis was limited to the head of the pancreas 
they were not found. In spite of the clinical signs, 
a‘diagnosis of calculus of the common duct was 
made because the roentgenogram showed a calculus 
in the gall bladder. 

Leveuf is of the opinion that most surgeons do not 
pay sufficient attention to the possibility of chronic 
pancreatitis in cases of icterus. When, in course of 
operation, the gall bladder and common duct are 
found distended without calculi and palpation re- 
veals an indurated nodule in the head of the pan- 
creas, the condition is either a cancer of the head of 
the pancreas or pancreatitis and the bile should be 
drained. If the gall bladder contains calculi, as in 
the author’s second and third cases, it is difficult to 
be certain that the induration of the pancreas is 
not caused by a stone impacted in the end of the 
duct. Incision to determine this point involves the 
danger of serious hemorrhage. In’ the author’s 
cases a cholecystostomy was done as the gall blad- 
der was distended. Leveuf emphasizes the diagnostic 
value of the injection of lipiodol through the fistula 
when the intrapancreatic part of the common duct 
is obliterated. 

Chronic pancreatitis with icterus has been attrib- 
uted to infection from cholecystitis. The incidence 
of stones in the author’s cases (two of the three) was 
the same as that in Brocq’s cases of hemorrhagic 
pancreatitis, but it cannot be said that infection was 
present in the former as the walls of the gall bladder 
appeared normal and the bile removed during the 
operation was sterile. Leveuf believes that there 
are many cases of pancreatitis with icterus which are 
not due to infection. 

Those who think pancreatitisis caused by cholecyst- 
itis advocate cholecystectomy with drainage of the 
hepatic duct, but the author believes that when 
the gall bladder is only distended and its walls are 
normal it should be preserved whether it contains 
calculi or not. The chief indication in chronic 
pancreatitis with icterus when the pathogenesis is 
doubtful is drainage of the bile. There is some ques- 
tion as to whether this should be done by external 
cholecystostomy or by derivation into the intestinal 
tract, but the latter procedure is associated with 
the danger of ascending infection. Leveuf concludes 
that in benign cases in which a cure can be brought 
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about by temporary drainage, cholecystostomy 
should be performed, while in severe cases deriva- 
tion into the intestinal tract is justified. 

In the discussion of this report, CuNéo said that 
he noted that Leveuf had hesitated to perform a 
cholecystogastrostomy in one of his cases because 
the bile was colorless and he feared that the gall 
bladder was isolated from the rest of the bile tract. 
He called attention to the fact that the bile may 
regain its color when drainage is established. He 
stated that Terrier and Poirier performed a chole- 
cysto-enterostomy in a case in which the bile was 
colorless but, as the gall bladder was excluded, the 
operation was of no benefit. Kehr operated later 
and found induration of the head of the pancreas. 
The patient died. As autopsy was not performed, it 
was never known whether the obstruction was 
caused by cancer. Auprey G. Morcan, M.D. 


Bircher, E.: Surgery of the Pancreas (Die Chirurgie 
der Bauchspeicheldruese). Schweiz. med. Wehaschr., 
1929, i, 640. 

The most important conditions of the pancreas 
from the standpoint of the surgeon and practitioner 
are pancreatic necrosis, chronic pancreatitis, neo- 
plasms, injuries, and cysts. Of these, the most com- 
mon and important is pancreatic necrosis, which 
includes apoplexy of the pancreas and acute and sup- 
purative pancreatitis. In cases that come to oper- 
ation very early the picture is that of oedema of 
the pancreas and histological examination reveals 
neither inflammation nor necrosis. Only an enzy- 
matic effect of the pancreatic secretion on the sur- 
face of the gland is to be found. The prognosis of 
oedema of the pancreas is good. 

Necrosis of the fatty tissue is caused by the action 
of the escaping pancreatic ferment upon the stearin. 
As the result of transportation of the trypsin-con- 
taining ferment, distant effects may be produced, 
especially in the pericardial and pleural spaces. The 
mortality is about 65 per cent. An important symp- 
tom is the early serous peritonitis. Sometimes 
sequestra of the pancreatic tissue and abscesses are 
formed. If no infection follows the necrosis, a cyst 
may develop. Large sections of the pancreas may 
be destroyed before diabetes develops. One of the 
most serious complications is hemorrhage due to 
digestion of the blood vessels. The etiology has not 
been definitely settled, but the canalicular theory has 
received most general acceptance. Obstruction leads 
to retention of the pancreatic secretion, the trypsin 
then becoming activated. The vascular theory is 
still debated. As a result of the ischemia, auto 
digestion occurs. The experience of the World War 
showed that necrosis of the pancreas may follow 
trauma. To cases of traumatic origin belong those in 
which lesions develop after probing of the common 
bile duct, the excision of gastric ulcers, and ligation 
of the pedicle of the spleen. 

The symptoms of affections of the pancreas are 
not always the same. However, the possibility of 
pancreatic disease should be considered in cases of 
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sudden severe pain in the upper part of the abdomen 
which radiates in all directions and is associated with 
collapse, lowering of the blood pressure, cyanosis, 
marked deterioration of the general condition, and 
severe vomiting in spoonful amounts. The diagno- 
sis is aided by the Wohlgemuth reaction. 

In the treatment, early surgical intervention is 
indicated. The toxic secretion must be drained out- 
ward and ultimately the primary cause (occlusion of 
the excretory duct) must be corrected. Irrigation of 
the abdominal cavity with sodium chloride solution, 
postoperative glucose infusions, and the adminis- 
tration of insulin may be beneficial. 

Chronic pancreatitis appears in a colicky, dyspep- 
tic, glycosuric, and icteric form. The diagnosis is 
usually only probable. 

Cysts may result from inflammations of the pan- 
creas and traumatic injuries. Exploratory puncture 
of cysts is strictly contra-indicated as their con- 
tents may be of a tryptic nature and their escape into 
the abdominal cavity may have serious conse- 
quences. 

The most important tumor of the pancreas is the 
carcinoma, which usually occurs in the head of the 
organ. The prognosis of pancreatic carcinoma is 
very unfavorable. Treatment is futile. 

Injuries of the pancreas have become more fre- 
quent in recent times. The Wohlgemuth reaction is 
positive after a few hours and a certain diagnostic 
sign. The best treatment is early operation, 

L. Lurz (Z). 


Armitage, G.: ‘Traumatic Rupture of the Spleen 
Involving the Pedicle: Splenectomy: Com- 
plete Recovery. Brit. J. Surg., 1929, xvii, 335. 


Armitage reports a case of traumatic rupture of 
the spleen involving the pedicle which occurred in a 
boy nineteen years of age during a game of rugby. 
The abdominal blow causing the rupture was re- 
ceived at 3:30 p.m. and was followed by collapse. 
After the sensation of being winded had passed, the 
boy complained only of very severe pain in the left 
shoulder which rendered him unable to move the 
arm. With the arm in a sling, he was taken home 
in an automobile, a distance of fifteen miles. At 
6 p.m. he felt well enough to take a street car to 
visit friends two miles away. At 9 p.m. he suddenly 
became faint and was again taken home in an auto- 
mobile. He then became restless and pale and com- 
plained of dyspncea, cold sensations, and pain in the 
shoulder more severe than before. He entered the 
hospital at 11 p.m., obviously suffering from internal 
hemorrhage. A diagnosis of rupture of the spleen 
was made. 

After a short period of intensive anti-shock treat- 
ment, the abdomen was opened. The peritoneal 
cavity was found full of blood. The spleen was 
practically free, and on manipulation an alarming 
hemorrhage occurred from its torn pedicle. After 
some difficulty in securing the pedicle the hemor- 
rhage was controlled. When the abdomen was closed 
the patient was barely alive. 
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Immediately after the operation the intravenous 
administration of saline solution and anti-shock 
procedures were instituted. After twelve hours the 
patient’s condition was improved. Complete re- 
covery resulted. When the patient was discharged 
from the hospital at the end of a month his blood 
count was normal, and on re-examination fifteen 
months later he was found to be perfectly well. 

The diagnosis in this case was based chiefly on the 
pain in the left shoulder (Kehr’s sign), the interval 
without symptoms lasting for five and a_ half 
hours which was followed by the sudden onset of 
shock, and the delayed or reactionary nature of the 
hemorrhage. J. Eowin Krexpartrick, M.D. 


Chiariello, A. G.: Gamna’s Areas in Siderotic 
Splenomegaly (Le “aree di Gamna”’ e la spleno- 
megalia siderotica). Ann. ital. di chir., 1929, viii, 
979- 


In 1922 and 1923, Gamna reported three cases of 
splenomegaly in which there was no history of tuber- 
culosis, syphilis, or malaria. On section, the spleen 
showed areas of compact granulomatous tissue made 
up of large numbers of connective tissue cells, 
polymorphous cells, and giant cells differing from 
megacaryocytes and Sternberg’s cells together with 
fibers impregnated with iron salts which were under- 
going hyaline degeneration and necrosis. These 
areas are called ‘‘Gamna’s areas.’’ They are not 
specific lesions as they are found in many forms of 
splenomegaly. It has been held by some that they 
are of mycotic origin, but this has not been proved. 
Gamna says they are brought about by retrogression 
of the connective tissue into vitreous substance. In 
some cases he has followed up this process. ‘The 
author regards Gamna’s interpretation as the most 
probable, but states that as siderotic splenogranulo- 
matosis has not been demonstrated to be a clinical 
entity differing from other splenomegalies such as 
Banti’s disease and thrombophlebitic splenomegaly, 
Gamna’s theory that a special form of granulo- 
matosis of the spleen is transformed into siderotic 
splenomegaly must be confirmed by a greater num- 
ber of clinical cases before it can be accepted. 

Auprey G. Morean, M.D. 


Stiven, H. E. S.: Splenectomy for Egyptian Sple- 
nomegaly. Brit. J. Surg., 1929, xvii, 230. 

Splenomegaly due to bilharzia mansoni is one of 
the most disabling diseases to which the Egyptian 
fellaheen are prone. During the last nine years the 
author has performed 390 splenectomies. He em- 
phasizes that the operation is associated with great 
danger in these cases. His mortality within the 
first two or three months after the operation is 
between 13 and 19 per cent. In a follow-up of his 
patients over a period of three years he found that 
19.5 per cent had died and 69 per cent reported good 
results. 

The preparation of the patient consists in the 
administration of carbon tetrachloride in a dose 
varying from 2 to 4 gm.; a full course of intravenous 


injections of tartar emetic (0.12 gm. every two days 
for twelve injections); a course of injections of sal- 
varsan; and a diet with a high vitamin content. 
This treatment, which is continued for about six 
weeks, greatly improves the general health. 

The splenectomy is done under spinal anesthesia. 
It is frequently rendered very difficult by adhesions. 

After the operation, fluids are given very spar- 
ingly. Asarule the patients leave the hospital after 
about fifteen days. J. Frank Doucaty, M.D. 


Brin: Splenectomy for Splenomegaly with Hzemor- 
rhage and Anzemia (Splénectomie pour splénome- 
galie accompagnée d’hémorragies et d’anémie; résul- 
tat). Bull. ct mém. Soc. nat, de chir., 1929, lv, 963. 


The patient whose case is reported was a woman 
fifty-seven years of age who had been a cook in a 
café and had been accustomed to drinking a great 
deal of wine. About eight years ago she lost her 
appetite and became fatigued very quickly. In 
October, 1927, she had a severe attack of hemate- 
mesis which almost proved fatal, and on January 
10, 1928, she had a second attack. 

On her admission to the hospital she was pale, 
dyspneeic, and anemic. Her pulse was 85, weak, 
and unstable. Her abdomen was moderately dis- 
tended and soft; her spleen, very large, quite hard, 
and painful on pressure; and her liver slightly en- 
larged. Blood examination showed anemia and a 
decrease in the leucocytes. The author hesitated 
between a diagnosis of cirrhotic splenomegaly and 
mycotic splenomegaly. 

Laparotomy revealed a very large spleen with 
whitish spots of perisplenitis. When the peritoneum 
was incised a considerable amount of ascitic fluid 
was discharged. The liver showed spots of glissoni- 
tis. The findings suggested cirrhosis, but on account 
of the splenomegaly the author thought the spleen 
might have been responsible for the hemorrhages and 
removed it. Histological examination of the spleen 
revealed diffuse sclerosis. 

The patient recovered after an attack of pneu- 
monia. Seventeen months after the operation she 
was in excellent health and able to work long hours 
without fatigue. 

The author does not know the cause of the 
splenomegaly, but is certain that the splenectomy 
prevented death from hemorrhage. 

Aubrey G. Morcan, M.D. 


MISCELLANEOUS 


Mayo, C. H.: The Mechanism of Abdominal Pain. 
Brit. M. J., 1929, ii, 703. 

Mackenzie and Lennander have claimed that pain 
is felt, not in the viscera, but only in the overlying 
structures. Today this view has been practically 
discarded. The structures in the abdomen are sensi- 
tive to pulling, clamping, and tying. 

Most abdominal pain that is not due to peritoneal 
involvement is dependent either on undue contrac- 
tion of a viscus or on extreme distention. That pain 


228 INTERNATIONAL ABSTRACT OF SURGERY 


may be felt also during relaxation of a peristaltic 
contraction has been shown by the recent work of 
Payne and Poulton on the cesophagus. 

Even the solid abdominal viscera appear at times 
to be sensitive to pain. 

The parietal peritoneum is innervated mainly by 
the intercostal nerves. The phrenic nerves innervate 
not only the diaphragm, but also the peritoneum on 
the under-surface of the diaphragm. The sensory 
fibers in the visceral peritoneum and in the ab- 
dominal organs pass back to the spinal cord in asso- 
ciation with the sympathetic nerves. The fibers 
from the stomach, duodenum, caecum, ascending 
colon, pancreas, spleen, liver, and gall bladder return 
with the greater splanchnic nerves, while those from 
the distal half of the colon go back through the hypo- 
gastric and the pelvic nerves. 

The splanchnic nerve contains pain fibers. It is 
doubtful if the vagus nerves have anything to do 
with the transmission of pain sensations from the 
abdomen. 

Disease in the gall bladder or the liver may be 
accompanied by severe pain in the shoulder and the 
side of the neck. This suggests that the phrenic 
nerve must have something to do with pain in the 
upper part of the abdomen. 

The pains of peptic ulcer and of cholecystitis are 
not always felt in the same place. This is not sur- 
prising when one remembers how many complicating 
factors there may be. 

That our knowledge in regard to the mechanism 
of abdominal pain is still inadequate has been realized 
many times by surgeons as they have attempted to 
relieve the gastric crises of tabes. 

There are certain chronic lesions in the abdomen 
which produce pain of a type that does not fit well 
into any of the categories just mentioned. As com- 
pared with the skin, the abdominal viscera contain 
very few nerve-endings; therefore, fairly large areas 
in these organs must be insensitive. 

When the character and site of an abdominal pain 
tells something to the surgeon, it does so, not be- 
cause he knows much about the underlying anatomy 
and physiology, but because he had noted that 
particular pain many times before and remembers 
what he found when he opened the abdomen. 


Rodman, J. S.: Acute Abdominal Pain Associated 
rg Spinal Cord Shock. Ann. Surg., 1929, xc, 
799. 

Rodman states that acute abdominal pain with 
rigidity is at times associated with injuries to the 
spinal cord or its nerve roots. He reports two cases. 

The first case was that of a man thirty-two years 
of age who fell 50 ft. from a scaffold, landed on his 
back, and supposedly received a blow on the ab- 
domen from a plank. On the patient’s admission to 
the hospital he was in great pain and badly shocked. 
His temperature was 97.3 degrees F., his pulse 66, 
and his blood pressure 80-20. 

Physical examination revealed tenderness over 
the lower thoracic and lumbar spine. The patient 
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was unable to move his legs, and the reflexes were 
completely absent. Anesthesia was found up to 
6 in. below the level of Poupart’s ligament and 
about the rectum. Bloody urine was obtained from 
the bladder. After six hours the patient had not re- 
acted from the shock and still complained of severe 
abdominal pain. His temperature remained sub- 
normal, his pulse slow, and his blood pressure 80-20. 
His abdomen was flat, but presented a board-like 
rigidity and was tender throughout. The leucocyte 
count was 19,100. 

Because of the abdominal findings, an exploratory 
laparotomy was done under nitrous oxide oxygen 
anesthesia. Nothing abnormal was found in the 
abdominal cavity. The next day the patient vom- 
ited at frequent intervals. The vomiting continued 
for twenty-four hours and then stopped. The flaccid 
paralysis of the lower extremities persisted, and 
there was retention of urine and feces. The tendon 
reflexes were negative. 

X-ray examination showed an injury of the body 
of the twelfth thoracic vertebra caused by crushing. 
A decompression of the spinal cord was advised. 

Laminectomy performed five days after the pa- 
tient’s admission to the hospital disclosed a fracture 
of the twelfth thoracic vertebra due to crushing, but 
no evidence of pressure on the cord or extradural 
bleeding. When the dura was opened, no signs of 
hemorrhage, cedema, or contusion were found. 
After the laminectomy there was slight improve- 
ment in the symptoms, but the paralysis persisted. 

The second case reported was that of a man 
thirty-nine years of age who complained of severe 
pain in the right hypochondrium after falling from 
a second story window. Because of the pain and the 
presence of rigidity, a rupture of the liver was sus- 
pected, but within two hours the abdominal symp- 
toms and shock subsided. 

Roentgen-ray examination showed a fracture of the 
lateral processes of the third and fourth lumbar 
vertebra. 

Rodman has been unable to find in the literature 
any other case of severe abdominal pain associated 
with spinal cord shock which necessitated abdominal 
exploration. He believes that the pain and muscle 
rigidity i in his first case were due to irritation of the 
posterior roots by the fracture. 

ALTON Ocusner, M.D. 


Higgins, G. M., and Graham, A. S.: Lymphatic 
Drainage from the Peritoneal Cavity in the 
Dog. Arch. Surg., 1929, xix, 453. 


From this rather cursory survey of the anatomical 
relations of the lymphatic channels which function 
in the removal of particulate matter from the peri- 
toneal cavity of the dog, it is evident that the thoracic 
duct plays a relatively insignificant part. In normal 
dogs, particulate graphite injected directly into the 
peritoneal cavity becomes readily visible in the dia- 
phragmatic lymphatics and the sternal trunks within 
from ten to twelve minutes, but in dogs in which the 
respiratory mechanism is disturbed so that the nor- 
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mal excursion of the diaphragm is somewhat modi- 
fied the interval between the peritoneal injection and 
the appearance of the graphite in the sternal lym- 
phatics is greatly prolonged. 

The injected graphite is visible in the sternal 
lymphatic trunks usually long before it can be 
identified in the cannulated thoracic duct. In one 
dog of the authors’ series a more or less rapid ap- 
pearance of the pigment in the thoracic duct was 
explained at necropsy when an unusual distribution 
of the lymphatics of the dorsal portion of the dia- 
phragm was discovered to include major channels 
which were directly confluent with the thoracic duct. 
Ordinarily, the lymph of the thoracic duct is colored 
only lightly and then only after prolonged intervals, 
when the lymphocytes within it contain large num- 
bers of the graphite particles, probably phagocytes 
within the peritoneal cavity. With the animal under 
ether anesthesia, it is relatively simple to open the 
median line of the chest in the region of the first or 
second costal cartilages and thus expose the sternal 
or thoracic blood vessels. In this way the region may. 
be watched and the first appearance of the black 
graphite in the clear lymph of the channel may be 
noted. Preparations made of the lymph coming 
through these channels show that the graphite con- 
tained within it is in the free particulate state, just 
as it was injected into the peritoneum. On the other 
hand, smears made from the lymph nodes in this 
region and fixed paraffin sections show that the ma- 
terial is both in the cells and in the free state, the 
particles having been phagocytozed by the large 
cells of the lymph node. 

If in the same animal or in one subjected to the 
same injection into the peritoneum a cannula is in- 
troduced into the thoracic duct in the neck near its 
venous confluence, samples of lymph may be taken 
for analysis. Within thirty minutes following the 
peritoneal injection, darkly colored lymph may be 
recovered from the thoracic duct in the neck. Analy- 
sis shows that the graphite contained therein is 
partly free and partly in the large lymphocytes. The 
cells containing the graphite are probably derived 
from the lymph nodes of the pulmonary, the tracheal, 
or the sternal regions. The particles in the free state 
have passed directly into the lymph stream from 
the diaphragm. 

By means of insufflation, Graham was able to 
develop a technique whereby the thoracic portion of 
the thoracic duct could be cannulated and samples 
of lymph easily collected for analysis of the cellular 
content. In a number of experiments, lymph was 
collected from the thoracic duct of dogs that had 
previously received a peritoneal injection of the 
graphite preparation. The sample taken immediately 
after the intraperitoneal injection was normal lymph 
with the usual number of small and large lym- 
phocytes. During the first hour, long after the 
sternal lymphatics were black, there was no evidence 
of the graphite in either the free state or phagocytic 
cells, yet there was an apparent increase in the num- 
ber of large lymphocytes. An hour and a half after 
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the injection the larger cells of the lymph contained 
many granules of graphite, but the smaller cells were 
entirely devoid of them. There were no free particles 
in the lymph stream at this time. Subsequently, 
with an increase in the number of the large cells, 
small quantities of free graphite appeared in the 
lymph. Also, at intervals of about two hours follow- 
ing the injection, the larger cells contained the 
graphite in varying quantities, and in many cases 
the cytoplasmic bodies were literally packed with 
granules. Analysis of the peritoneal exudate showed 
masses of cells similar to those recovered from the 
thoracic duct, which were packed with the graphite 
material. Unquestionably, these cells of the thoracic 
duct are identical with those in the peritoneal 
exudate, and they had probably entered the cisterna 
after phagocytozing the graphite in the peritoneal 
cavity. The particles of graphite which were en- 
countered free in the lymph of the thoracic duct 
probably entered the duct through the few small 
channels coming from the dorsal margins of the 
diaphragm. Samples of blood taken from the 
femoral artery at this time contained occasional 
granules of free graphite, together with cells mod- 
erately packed with the injected material. 

If one is to judge by the degree of physiological 
activity and the number of lymph channels leading 
from the diaphragm it is apparent that the lymphatic 
paths coursing through the pulmonary region are 


more effective in removing foreign particles from the 
diaphragm than the thoracic duct. These channels 
are not large and are by no means comparable to 
those which run along the sternum, yet they are 
invariably present on the left side, coursing forward 
through the related mesenteries to the lymph nodes 
at the base of the lung, and usually are identified on 
the right side, although perhaps to a less degree. 

In the removal of foreign particulate matter or 
bacteria from the peritoneal cavity, these pulmonary 
lymphatic routes are perhaps the most significant 
from the standpoint of pathology. Although they 
are not directly confluent with pulmonary lymph 
vessels, they join with the latter in the nodes which 
lie at the base of the lung. In these nodes the lymph 
draining the two regions mingles and courses for- 
ward in the channels of the mediastinum. Accord- 
ingly, although direct pulmonary contact with 
peritoneal drainage is not effected, any disturbance 
in the flow of lymph coming from the lung which in- 
volves stasis, or even a retrograde flow, could well 
infect the lung with peritoneal organisms. ‘These 
observations do not warrant such conclusions, for 
the pigmented lung so often encountered in these 
experimental animals has, of course, other explana- 
tions. However, the common pulmonary complica- 
tions which accompany abdominal operations on 
dogs may have their explanation in the lymphatic 
association of the two regions. 
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Pouliot, L.: A Safe Technique for the Application 
of Filhos’ Caustic (Le Filhos inoffensif). Rev. 
frang. de gynéc. et d’obst., 1929, XXiv, 420. 


Pouliot insists that the poor results so frequently 
reported from the use of Filhos’ caustic in the treat- 
ment of metritis are due to faulty technique. In 
the method he employs the cauterization is done on 
the examining table with the patient in the gyneco- 
logical position and with the aid of a speculum giving 
good exposure, usually the Collin’s speculum. The 
“neo-Filhos” pencil is used. The prefix “neo” 
appliesonly tothe shapeof thepencil. Nopreliminary 
injection of boiled water is made. On the contrary, 
the field is kept as dry as possible. The mucus is 
expressed from the cervical canal by pinching the 
cervix between the valves of the speculum, and the 
cervical canal and vaginal walls are then dried with 
cotton. If the mucus is very abundant and viscid, 90 
per cent alcohol is employed. A small tampon of 
absorbent cotton soaked in a neutralizing acetic 
solution is placed in the posterior cul-de-sac to pro- 
tect the vaginal mucosa from the fluid that may ooze 
from the cervix during the cauterization as this fluid 
is rich in potassium and calcium and may cause 
changes resulting later in cervicovaginal adhesions. 
A Filhos pencil that has been used is more active 
than an entirely new pencil. 

The pencil is introduced into the cervical canal 
without force, sometimes with a screwing movement. 
On the first occasion it may not penetrate as far as 
the internal orifice. Pouliot does not begin by 
treating the ectropion as he believes this to be 
dangerous. In cases of old and intense metritis he 
touches the exterior lightly and superficially when he 
has finished cauterizing the canal. The duration of 
the cauterization of the cervix cannot be measured in 
seconds. Sufficient cauterization has been obtained 
when all of the surface touched by the pencil has 


become, not brown, but frankly dark and slightly - 


sanguinolent. This result may be obtained immedi- 
ately or only after an appreciable lapse of time. 

When the external orifice is narrow, certain 
changes must be made in the technique. Under such 
circumstances the canal itself is not necessarily 
narrow. Pouliot does not approve of dilatation, even 
with laminaria tents. He uses a tampon of cotton 
wool proportioned to the diameter of the external 
orifice and not more than 3 cm. long, which he 
moistens with sterile water and then rubs with a 
used Filhos pencil until it assumes a greenish color. 
He introduces this cotton into the cervical canal 
and leaves it there until the external orifice has taken 
on the dark color characteristic of escharification. He 
watches carefully for the caustic oozing, which is 


more to be feared than the action of the pencil itself, 
and is prepared to neutralize it. The cauterization, 
is followed by immediate lavage. From 4 to % 
liter of boiled water is injected, the filiform jet 
entering directly into the cervical cavity. This is 
done under the control of the eye. The vagina is 
then dried and a dry dressing applied. 

In cases of medium severity, from fifteen days to 
three weeks elapse between the first and second 
treatments. In light cases, the cauterization is not 
repeated before six weeks. 

Of too unselected cases, 15 required only 1 
cauterization, 80 were cured by 2 treatments, and 5 
required 3 treatments. 

Pouliot does not prescribe absolute rest after the 
treatment, but instructs his hospital patients to 
avoid fatigue during the day. His ambulatory 
patients he treats late in the afternoon. He pre- 
scribes a daily antiseptic injection. For dressings he 
uses polyvalent bouillon vaccines. 

With the technique described he has found Filhos’ 
caustic to be harmless. The original part of his 
procedure is the immediate lavage. 

Pouliot has been able to determine the occurrence 
of subsequent pregnancies only in his private cases. 
In the cases of 212 private patients there have been 
58 pregnancies. Four are now in progress, 3 ter- 
minated prematurely, and 51 continued to term. 

CARPENTER. 


Moench, G. L.: The Histogenesis of Adenomyositis. 
Surg., Gynec. & Obst., 1929, xlix, 332. 


Adenomyositis, adenomyosis, or endometriosis 
has been ascribed to: (1) tissue displaced during 
embryonic life, (a) wolffian, (b) muellerian; (2) 
tissue displaced after birth; (3) direct invasion 
from the endometrium or endosalpinx; (4) deriva- 
tion from the peritoneum (serosal theory of Iwanoff 
and Meyer); (5) metaplasia of lymph vessels and . 
spaces; (6) metastatic transplantation through the 
vessels, especially the lymph vessels; and (7) trans- 
tubal implantation (Sampson). 

Von Recklinghausen advanced the theory that 
adenomyomata are derived from the wolffian body, 
but Meyer and Klein later showed that the wolffian 
body never descends farther than to about the 
insertion of the round ligament into the cornu of 
the uterus and adenomyomata below this point were 
subsequently attributed to changes in the wolffian 
duct. 

Another possible source of misplaced embryonal 
tissue is the muellerian system. As this tissue has 
the peculiar ability to react in a special way to the 
ovary, it appears evident, even on the basis of pure 
logic, that displaced muellerian tissue must at times 
be the source of adenomyositic growths. 
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After birth, it is possible that endometrium may 
be transplanted traumatically or by tumof growth 
deep into the myometrium. Inflammation or irrita- 
tion may cause postnatal epithelial displacements 
and invaginations with or without metaplasia, 
the resulting adenomyositis being produced by 
direct invasion of the surrounding structures by 
muellerian tissue with accompanying metaplasia. 
That such a process is the most usual mode of pro- 
duction of adenomyositic growths of myometrium, 
and that metaplasia of the muellerian epithelium 
is not rare must be admitted without question. 

Many investigators have found that the serosa 
of the abdominal cavity is capable of transforma- 
tion and of forming invaginations, especially on 
the basis of an inflammatory reaction, but also 
without such a reaction. 

The theory of the serosal or coelomic histogenesis 
of adenomyositis has much in its favor. The pic- 
tures produced by the invagination of the serosa, 
with or without accompanying cytogenic stroma, 
have often been described. In the light of our 
knowledge today, the coelomic theory is the only 
plausible one for certain types of adenomyositis. 

Frequently the endothelium of the lymph vessels 
assumes a cuboidal shape. When such vessels be- 
come irregularly surrounded by a lymphoid stroma 
or an inflammatory area, a picture of adenomyositis 
may perhaps be simulated. This is true also of the 
lymph glands in the pelvis. 

According to Halban’s theory, endometrial frag- 
ments are transported by the lymph vessels. While 
it must be granted that pieces of enddmetrial tissue 
may perhaps at times be transported and found 
later in a vessel or space of a laboratory section, 
nevertheless if such a mode of transportation were 
a true possibility in the production of endometriosis, 
adenomyositis would occur in any part of the body, 
which is not the case. 

Sampson’s theory is really two theories—one, 
the traumatic implantation of tissue into various 
locations following laparotomy, and the other, the 
transtubal implantation of endometrium into the 
peritoneum. For years, the possibility of traumatic 
implantation has been admitted for certain rare 
cases. Sampson has merely further substantiated 
this observation. ‘The transtubal transportation 
of endometrium or irritating menstrual blood does 
not appear logical to Moench as menstrual blood 
practically never exudes from the fallopian tubes 
and the tubal lumen is generally far too small for 
the transportation of fragments of endometrium 
which have been found in the tubal lumina, even 
if the possibility of antiperistalsis is admitted. 
Moreover, this endometrium has always been of 
the interval phase and has been dislocated trau- 
matically. The possibility that such endometrium 
might reach the peritoneum even if it were viable 
and advancing up the tube is very slight as the dis- 
located fragment would probably be caught in the 
tubal folds, under which circumstances endosal- 
pingeal endometriosis would occur more frequently 


than peritoneal implantations, which is not the case. 
The explanation offered for this discrepancy is that 
the tube is not suitable soil. This explanation holds 
good so far as the direct transformation of the 
tubal structures into adenomyositic lesions is con- 
cerned, but is not tenable for cases of simple im- 
plantation, and the fact that the tube at times 
reacts is shown by the not infrequent occurrence 
of salpingitis isthmica nodosa. Moreover, although 
carcinoma cells have been found in the tubal lumen 
in cases of carcinoma primary in the uterus, Novak 
has shown that metastases to the ovaries from the 
uterine cavity are rare and are more easily explained 
by transportation of the cells by the lymphatic 
route. ALBERT M. VoLimer, M.D. 


Bazy and Hidden: Myomectomy Followed by Two 
Consecutive Pregnancies with Normal Labors 
(Myomectomie suivie de deux gestations successives 
avec accouchements normaux). Bull. Soc. d’obst. et 
de gynéc. de Par., 1929, xviii, 395. 


A woman thirty years of age was operated upon 
for large fibromata of the uterus. As she desired to 
have children, a conservative procedure was attempt- 
ed. Three tumors were removed—one, the size of a 
small orange, from the anterior uterine wall; another, 
the size of a fist, from the posterior uterine wall, and 
a third, the size of a walnut, from the left broad 
ligament. The cavity of the uterus was not opened. 
The defects were obliterated by two layers of deep 
sutures which were in turn covered by a peritoneal 
suture. 

Two months later the patient was pregnant. The 
pregnancy was terminated by normal labor at 
term. The next year a second normal pregnancy and 
labor occurred. Abert F, De Groat, M.D. 


Hartmann, Fabre, and Dubois-Roquebert: The 
Treatment of Cancer Developing in the Vaginal 
Scar Following Total Hysterectomy (Traitement 
des cancers développés sur des cicatrices vaginales 
aprés hysteréctomie totale). Gynec. et obst., 1929, 
ZK, 

The authors review the twenty-six cases of can- 
cer developing in the vaginal scar following total 
hysterectomy which have been observed in the 
Cancer Clinic of the Hotel Dieu since 1922. The 
hysterectomy was done for cancer of the cervix in 
nineteen cases and for cancer of the corpus, fibro- 
= and an unknown condition in two cases 
each. 

In ten cases, because of the extent of the recur- 
rence or previous poor response to irradiation, no 
treatment was given. Seventeen cases were treated 
with radium only. Tubes each containing 10 mgm. 
or 6.66 mgm. of radium element with filters of 1 mm. 
of platinum, 1 mm. of platinum gold, 0.4 or 0.5 mm. 
of aluminum, and o.5 cm. of cork, were placed in 
the vagina so that they covered the ulcerated area 
and the vaginal dome and were left in place for 
from four to eight days. Of the seventeen patients 
so treated, six died of extension of the disease after 
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from five to eighteen months, one died after six 
years and four months from a recurrence appearing 
four years after the first treatment, and ten are at 
present alive and well from six months to six years 
and six months after the treatment. 

Seven patients were treated by X-ray irradiation 
only. In these cases there was no vaginal ulceration, 
the recurrence being beneath the mucosa and in the 
broad ligaments. The oil-immersed Coolidge tube 
was used with 190 kilovolts, filtration of from 1.5 
to 2 mm. of copper, and a skin-target distance of 
50cm. Four portals, one on each side of the median 
line anteriorly and two posterior parasacral portals 
were used to give a total of about 24,000 R as 
measured by the Salomon ionometer. Six patients 
died after from three to seventeen months and one 
is alive and well two years after the treatment. 

Two patients were treated with both radium and 
the X-rays because they had a recurrence in the 
vaginal mucosa as well as infiltration in the broad 
ligaments. One now shows extension of the disease 
six months after the treatment and the other is 
living and well after eighteen months. 

The authors conclude that neither radium nor 
X-ray therapy is successful in cases of deep ulcera- 
tion or extensive infiltration of the broad ligaments, 
but when the ulceration is superficial or there are 
cauliflower-like masses without appreciable deep 
infiltration, radium treatment, even without deep 
X-ray irradiation, gives a cure in a considerable 
percentage of cases. It is therefore important to 
keep patients subjected to total hysterectomy under 
observation in order that recurrences may be de- 
tected early enough for effective treatment. 

C. W. HaaGENsEN, M.D. 


Keller, R.: Postoperative Complications Following 
Radical Hysterectomy for Cancer of the Cervix 
(Les complications post-opératoires aprés l’hysté- 
rectomie élargie pour cancer du col utérin). Gynéc. 
el obst., 1929, XxX, 28. 


The author discusses postoperative complications 
of radical hysterectomy on the basis of his experience 
as director of the Departmental School of Obstetrics 
at Strassburg. In this institution, shock is pre- 
vented by general pre-operative preparation of the 
patient, rapid operation, and hemostasis as perfect 
as possible. Operation is postponed if the patient 
shows the slightest evidence of bronchitis. This 
precaution has made pulmonary complications a 
rarity. Peritonitis is prevented by the use of com- 
bined vaginal and abdominal drainage according to 
the Mikulicz method. The vaginal drain is removed 
last, the communication between the vagina and 
the operative field being maintained until the 
danger of abscess formation is past. 

Keller does a biopsy, but avoids all other pre- 
operative local treatment as he believes it spreads 
the infection which is always present in foci of 
cancer. He tried radium irradiation before opera- 
tion, but pelvic peritonitis and pyosalpingitis re- 
sulted, delaying the operative intervention. 
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Hematuria is usually due to hematomata in the 
bladder wall and is of no consequence. Vesical 
paralysis, due to section of the bladder nerves, is 
troublesome at first, but does not persist for longer 
than two or three weeks. Cystitis usually clears up 
when the in-lying catheter can be dispensed with. 
Pyelitis is more serious and may first become ap- 
parent several weeks after operation. Compression 
of the ureters by scar tissue causes urinary stagna- 
tion which results in pyelitis when infection is 
present. Repeated ureteral catheterization is nec- 
essary to prevent later pyonephrosis. When the par- 
ametrium is dense and infiltrated and the ureters 
must be freed by sharp dissection, the ureters are 
sometimes denuded too closely. A ureter so de- 
nuded contracts and becomes hard, white, and 
smooth. It may lose its vitality, and a uretero- 
vaginal fistula may result after ten or twelve days. 

Rectovaginal fistula, which the author has not 
observed among his own cases, tends to close 
spontaneously. 

Intestinal obstruction is due to adhesions produc- 
ing kinks. The Mikulicz type of drainage favors the 
development of adhesions, but the rare instances in 
which the adhesions cause obstruction are more than 
counterbalanced by the protection they afford 
against peritonitis. In the author’s two cases of 
obstruction he was able to intervene in time to save 
the patient’s life. C. W. Haacensen, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Duval and Ameline: Fourteen Cases of Pyosalpinx 
with Rupture into the Greater Peritoneal Cavi- 
ty; Operation; Thirteen Cures (Quatorze ob- 
servations de pyosalpinx rompus dans le grand 
péritoine; opération; treize guérisons). Bull. et 
mém. Soc. nat. de chir., 1929, lv, 1070. 


The fourteen cases of pyosalpinx reviewed were 
seen in a period of five and a half years at Ameline’s 
clinic. The operations were performed by eight 
surgeons and were done when the patients were in 
a state of generalized peritonitis in full evolution 
with free pus in the peritoneal cavity, a temperature 
of 39 or 40 degrees C., and a pulse rate of from 120 
to 180. Bacteriological examinations of the peri- 
toneal fluid were not made regularly. As there was 
only one death, the mortality was 7 per cent. Statis- 
tics are cited in which the mortality ranged from 32 
to 54 per cent. The operations in the authors’ 
cases were performed from six to forty hours after 
the onset of the acute peritoneal symptoms. In the 
case with a fatal termination the acute symptoms 
had probably been present for eight days, but their 
exact duration is not known. 

The operation was a unilateral salpingectomy in 
six cases (including the fatal case), a bilateral sal- 
pingectomy in six cases, and a subtotal hysterec- 
tomy in two cases. Drainage was established in 
thirteen cases by the insertion of a rubber tube 
under the pubis and in one case (the case with the 
fatal termination) by Douglas tamponade. As the 
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simpler operations gave as good results as the more 
extensive procedures the authors hold that they are 
to be preferred. 

Eight of the thirteen surviving patients were 
recently re-examined. All were in good health. 
One had a pregnancy which she carried to term, 
fourteen months after the operation. One was sub- 
jected to total hysterectomy two months aftera 
unilateral salpingectomy. CARPENTER. 


Lanman, T. H.: Ovarian Tumors in Childhood, 
with a Report of Five Cases. N. England J. 
Med., 1929, cci, 555. 

Tumors of the ovary in childhood are very rare. 
In a large percentage of the cases (60 per cent of the 
author’s series) the neoplasm rapidly becomes 
malignant and even when the diagnosis is made 
early the prognosis is grave. Surgery is the only 
treatment by which a cure can be obtained. In the 
author’s opinion, radium and the X-ray have not as 
yet proved of value. 

Apparently benign tumors of the ovary in child- 
hood should be removed as soon as the diagnosis is 
made as they may become malignant at any time. 
In cases of obscure abdominal conditions in which a 
tumor is suspected, exploration is justified. 

Rapidly growing malignant tumors can usually 
be diagnosed before operation from the clinical 
picture of rapid loss of weight and other signs of 
cachexia. Even in such cases exploration should be 
done as it is the only procedure which will definitely 
establish the diagnosis and there may be some chance 
of removing the growth. Cart H: Davis, M.D. 


EXTERNAL GENITALIA 


Viyrynen, S.: The Results of Treatment of Carci- 
noma of the Vulva (Ueber die Behandlungs- 
resultate bei Carcinoma vulve). Acta Societates 
Med. Fennice Duodecim, 1929, 286. 


The author’s material includes sixty-seven cases. 
Thirty-seven of them were treated at the gynecolog- 
ical clinic of the University in Helsingfors during the 
period from 1904 to 1927. The cases from the clinic 
of Engstroem in Helsingfors, the Laenskranken- 
haeusern (public hospitals) of Turku (Aebo) and 
Wiipuri (Wiborg) and the general hospital of 
Tampere (Tammerfors), thirty cases in all, are dis- 
cussed in one group. 

Of the cases of carcinoma of the vulva which have 
. entered the hospitals, only a relatively low per- 
centage have been found suitable for radical opera- 
tion (in the gynecological clinic of Helsingfors, about 
49 per cent; and in the other institutions mentioned, 
even fewer). Cancer of the vulva can be cured with 
the aid of radical operation even when the inguinal 
lymph glands are involved. In two of three cases in 
which there has been freedom from recurrence for 
more than five years, enlarged hardened lymph 
glands were palpable on both sides. While the 
glands were examined microscopically in only one 
case, in this instance a definitely carcinomatous 


growth was found. The results after five, four, 
three, and two years in cases of vulvar cancer 
treated in the gynecological clinic are given in the 
table: 


Radical operation Relative cures | Absolute cures 


Period of (all operations) |(all cases treated) 
observation 
cases | Nore: | cases | cases | Nore: 
Over 5 years. 7 3 12 3 17 3 
Over 4 years. 9 5 14 6 19 6 
Over 3 years. 9 5 14 6 21 6 
Over 2 years.| 12 7 17 9 25 9 


Of the thirty cases from the other hospitals, nine 
were operated upon more or less radically. Eight 
of the operations were done more than five years 
ago, but one of the patients could not be traced. Of 
the seven other patients, one is living and well after 
more than seven years. Biopsy before operation in 
the case of this patient showed carcinoma. All of 
the other patients operated upon radically died 
within about two years, apparently of cancer. 

The incidence of cure from radical operation will 
be increased only by the excision of specimens for 
microscopic examination in suspicious cases and by 
bringing patients to radical operation as early as 
possible. Local recurrence may develop even ten 
years after operation. Among the cases reviewed by 
the author there were two such recurrences. One 
of the patients died of cancer eleven years, and the 
other twelve years and four months, after the radical 
operation. In histologically proved cases of car- 
cinoma in this material, roentgen and radium 
treatment without preliminary operation and op- 
erative removal of the tumor without removal of 
the regional lymph glands (whether they were en- 
larged or not) never resulted in permanent cure. 

VAYRYNEN (Z). 


MISCELLANEOUS 


Bertrand, P., and Carcassone, F.: Generalized 
Acute Gonococcal Peritonitis (Les péritonites 
aigués généralisées 4 gonocoques). Gynéc. et obst., 
1929, Xix, 371. 


Gordon was the first to recognize the possibility of 
the development of venereal peritonitis without 
symptoms of venereal disease. ‘The pathogenic agent 
is the gonococcus. As a rule the portal of entry is 
the tubes. The infection of the peritoneum is the 
more rapid and the more severe the more abundant 
and more virulent the micro-organism. It depends 
on absolute integrity of the tubes and permeability 
of their orifices. Menstruation, coitus, intra-uterine 
dressings, and the puerperium have been considered 
predisposing influences, but in some cases the condi- 
tion has developed in the absence of such factors. 

As soon as the abdomen is opened the presence 
of an acute generalized peritonitis is evident. The 
peritoneum seems to react very feebly to the infec- 
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tion, probably because it does not have time to 
organize its defense. The pus is odorless, and in the 
first few hours is not very abundant. The tubes are 
red and smooth and free from adhesions. Their 
mucosa is wine colored, and there is considerable 
submucous oedema. 

The syndrome is typical of generalized acute 
peritonitis Quite often the pain is localized in the 
lower part of the abdomen, where the contracture 
‘begins. Vomiting may occur early. The pulse is 
rapid and the temperature elevated. The condition 
may be confused with appendicitis, perforated ulcer 
of the stomach, ectopic pregnancy, twisted pedicle 
of an ovarian cyst, or acute salpingitis. Vaginal 
palpation should be done to rule out uterine preg- 
nancy. 

As treatment, the authors advocate the use of the 
Mikulicz drain. They report five cases, one of them 
their own. Pace. 


Fraenkel, L.: Abdominal and Vaginal Methods of 
Operation in Obstetrics and Gynecology (Ab- 
dominale und vaginale Operationsmethoden in der 
Geburtshilfe und Gynackologie). Monatsschr. f. 
Geburtsh., 1929, 1xxxii, 79. 


Fraenkel briefly compares the abdominal and 
vaginal routes of operation in different conditions. 

For most cases of myoma he has given up the 
vaginal approach for the abdominal approach, em- 
ploying the former only for myomata incarcerated 
in the lesser pelvis and interfering with labor or 
showing degeneration. The use of the abdominal 
route causes less loss of blood, an important con- 
sideration in the cases of anemic patients, and under 
certain circumstances allows conservative surgery. 

For the removal of an ovarian tumor the abdomi- 
nal route is indicated. Even when the other ovary 
is apparently healthy, it should be subjected to 
exploratory ovariotomy in order that centrally 
located metastases may not be overlooked. 

In ectopic pregnancy, the vaginal route is prefer- 
able only in cases in which a purulent hematocele is 
present. 

Fraenkel warns against extension of resorption 
and irradiation therapy in cases of severe inflamma- 
tion of the adnexa, as rapid healing is often neces- 
sary. In this condition the vaginal route should be 
tried, expecially when the uterus also should be 
removed. If difficulty is experienced in the vaginal 
operation, a change may be made to laparotomy. In 
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cases with marked adhesions and previous perfora- 
tion of a pyosalpinx, only an abdominal operation 
can be done. 

For displacements and prolapse of the uterus no 
definite rule can be laid down. 

For cases of carcinoma, the vaginal route has 
recently gained importance. In carcinoma of the 
corpus, chorionepithelioma, and sarcoma, the ab- 
dominal route should always be used in order that 
the friable uterus may be removed intact. For all 
doubtful cases only laparotomy is to be considered. 

In operations for sterility, laparotomy is done 
more often today than formerly as the result of the 
findings of perflation and salpingography. 

In chronic retracting parametritis the author 
operates by the abdominal route. For the incision 
of suppurating foci the vaginal route is indicated as 
the use of the abdominal route is too dangerous. 

For urinary fistula no definite rule can be laid 
down. 

In gynecological diseases the abdominal operation 
has proved simpler than the vaginal operation. Its 
technique is easier, it gives better exposure, and it 
is less frequently associated with accidents. How- 
ever, gynecological surgeons must be able to operate 
by either route. 

For the interruption of pregnancy, the abdominal 
route is being used more and more frequently, but 
the vaginal route cannot be abandoned. ‘The opera- 
tions to be considered are hysterotomy or colpotomy 
and median splitting of the corpus after it has been 
drawn forward by bullet forceps. 

Rupture of the uterus should be approached by 
the abdominal route. 

The surgical treatment of puerperal sepsis is 
facilitated by abdominal operation. 

The question as to the best surgical intervention 
in labor is disputed more today than ever before. 
The extension of abdominal section to placenta 
previa, premature separation of the normally im- 
planted placenta, frontal presentation, and posterior 
parietal presentation is accepted. Fraenkel does not 
agree with Hirsch that the indications for cesarean 
section should be still further widened. 

In conclusion Fraenkel states that obstetricians 
who have learned nothing more of vaginal methods 
than the classical application of forceps will fail 
when they are confronted by a serious case of dys- 
tocia. Teachers must bear this in mind. 

A. Heyn (G). 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Harding, V. J., and Van Wyck, H. B.: Urobilinuria 
in the Vomiting of Pregnancy. J. Obst. & Gynec. 
Brit. Emp., 1929, xxxvi, 561. 

In the treatment of the vomiting of pregnancy it 
is necessary to consider four factors—starvation, 
dehydration, hepatic dysfunction, and neurosis. 
The reason for the starvation is obvious. With re- 
gard to the dehydration the authors state that it is 
quite possible that the blood volume has become 
greatly reduced through blood destruction as well as 
through loss of water and that the raised serum- 
protein values do not reflect a simple dehydration 
which can be overcome by the administration of 
fluids. With regard to the hepatic dysfunction they 
state that it would appear that an increase in blood 
destruction and a decrease in liver function would 
lead to urobilinuria of a degree greater than would 
be produced by either factor alone, but until experi- 
mental proof can be found that dehydration can 
give rise to urobilinuria by lowering the function of 
the liver parenchyma the finding of urobilin in the 
urine in cases of the vomiting of pregnancy may be 
regarded as evidence of hepatic disturbance of 
separate origin. 

Except in neuroses, treatment by the adminis- 
tration of glucose and fluids is usually sufficient. 
Occasionally, the hepatic function is not restored 
with or immediately after the correction of the de- 
hydration. In such cases the urobilin in the urine 
remains constant after the evidences of dehydration 
have disappeared and recovery is slow. The con- 
tinued presence of urobilin in the urine is believed 
to be evidence of a disturbance of function in the 
liver parenchyma. Accordingly, duodenal feedings 
containing a large number of calories in the form of 
carbohydrates and with a low protein content are 
rational. 

The urobilinuria which is present in about 80 per 
cent of cases admitted to the wards of the Toronto 
General Hospital ordinarily yields to the usual 
methods of treatment. It is only in the occasional 
case that the disturbance of the function of the liver 
parenchyma per se is thought to be the chief etiologi- 
cal factor. Goopricu C. SCHAUFFLER, M.D. 


Solomons, B.: The Symptoms and Diagnosis of 
Placenta Previa. Brit. M. J., 1929, ii, 525. 

Lacey, F. H.: The Treatment of Placenta Previa. 
Brit. M. J., 1929, ii, 527. 

SoLomoNs states that bleeding which occurs in the 
last three months of pregnancy and is caused by the 
separation of a placenta situated either wholly or 
partly in the lower uterine segment should be desig- 
nated as ‘‘unavoidable hemorrhage,” and the 


placenta should be designated as ‘“‘placenta previa.” 
This condition can occur only after the twenty- 
eighth week, which is the earliest time at which the 
child may be considered viable. Any haemorrhage 
occurring between the formation of the placenta and 
the twenty-eighth week of pregnancy must be 
attributed to miscarriage. Solomons objects to 
grouping the partial varieties of placenta praevia 
with the lateral varieties, as has been recently sug- 
gested. 

He explains the placental separation by the as- 
sumption that the painless contractions which con- 
tinue during the entire pregnancy cause a dilatation 
of the lower segment which is soft and more dilatable 
than normal during the later months of pregnancy. 
The placenta does not expand and therefore becomes 
detached. No doubt, disease of the placenta and ir- 
regularities in the capsular development are factors. 
According to various theories, which are reviewed, 
the basic cause of the abnormalities is a fault in the 
endometrium—a true endometritis or a hyperplastic 
condition. This assumption has been borne out by 
curettings taken about two months after the occur- 
rence of placenta previa. 

The chief dangers to the mother from placenta 
previa are hemorrhage and sepsis. 

At the Rotunda Hospital, placenta previa oc- 
curred once in each 183 cases of pregnancy. 

With regard to the differential diagnosis of the 
hemorrhage of placenta previa from so-called 
accidental hemorrhage, Solomons states that the 
former is to be suspected when fresh hemorrhage 
accompanied by clots but without pain occurs after 
the twenty-eighth week of pregnancy, the fundus is 
soft and not tender, the presenting part is high, and 
there is a definite uterine souffle. 

In a suspected case of placenta previa, vaginal 
examination should not be attempted until arrange- 
ments have been made for any further procedure 
that may prove necessary as it may cause a serious 
hemorrhage requiring immediate action. Definite 
palpation of the placenta should clear the diagnosis. 
Other conditions to be differentiated besides so- 
called accidental hemorrhage are excessive show, 
varicose veins, hemorrhoids, and carcinoma, polyps, 
and erosion of the cervix. 

Placenta previa is more common in multiparous 
than primiparous women. It is less often accom- 
panied by toxemic symptoms than is accidental 
hemorrhage. It is not apt to recur. 

Solomons follows his diagnosis by the immediate 
submammary administration of saline solution. He 
regards this treatment as indispensable to combat 
possible shock. In the last 55 cases treated by him 
at the Rotunda Hospital in which it was used there 
were no maternal deaths. 
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OBSTETRICS 


Lacey gives the results in 562 cases of placenta 
previa treated at St. Mary’s Hospital, Manchester, 
during the last ten years. Many of the maternal 
deaths in these cases were due definitely to factors 
other than the placenta previa. 


MATERNAL AND FETAL MORTALITY 
Maternal deaths Stillbirths 


Cases No. Percent Percent 
Membranes ruptured... 126 9.3 40 
Natural forces......... 76 2 2.6 30 
273 21 7.6 81 
External............ 28 I as 
228 +7 7-4 
Internal, and extrac- 
re 17 3 17.6 
Cesarean section...... 33 2 6.0 13 
Induction............. 15 ° 70 
Weighted vulsellum.... 11 ° 27 


Both Lacey and Solomons warn against the prac- 
tice of temporizing when once the diagnosis of 
placenta previa has been made or even seriously 
suspected. If such a course is to be adopted the 
patient must be in a hospital where immediate 
action can be taken in case of serious bleeding. In 
most cases the uterus should be emptied at once 
by the best obstetrical procedure possible at the 
moment. 

Lacey states that version has been the most com- 
mon form of treatment as it may be carried out with 
only moderate obstetrical knowledge and _ skill. 
However, the fetal mortality is appalling. Version 
with immediate extraction has had serious results 
for the mother as well as for the child. In the series 
of cases reviewed in which this procedure was used 
the maternal mortality was 17.6 per cent. 

Cesarean section was performed in 33 cases. 
Eighteen of the women were primipare, most of 
them in the last two weeks of pregnancy. In this 
group the maternal mortality was only 6 per cent 
and the incidence of stillbirth 13 per cent. Lacey 
believes that, in central placenta previa, cesarean 
section may be performed slightly more frequently, 
especially when the fetus is alive and near full term. 

Willit’s method of fixing an instrument to the fetal 
scalp and attaching a small weight has been attended 
with considerable success in Lacey’s cases. In 11 
cases in which it was employed there was no maternal 
mortality and the incidence of stillbirth was 27 per 
cent. There was no serious injury to the scalp. 

Goopricu C. SCHAUFFLER, M.D. 


LABOR AND ITS COMPLICATIONS 


Jankelewitsch, E. J.: Cleidotomy on the Living 
Fetus (Kleidotomie an der lebenden Frucht). 
Zentralbl. f. Gynaek., 1929, Pp. 1074. 


In the case reported by the author the mother was 
a primipara thirty years of age whose labor pains 
were weak and could not be strengthened by 
pituitrin. As the labor was protracted for over sixty 
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hours, forceps were applied after incisions had been 
made in the edge of the cervix (which was dilated to 
three fingerbreadths) and the head was extracted. 
The cleidotomy was done because the shoulders did 
not follow through. For this purpose the author 
used a special scissors which resembles the Richter 
instrument—an angulated scissors with a cutting 
surface 9 mm. long and a supporting surface which 
does not allow penetration under the skin for more 
than 9 mm. The ends of the blades are rounded in 
order to prevent injury to the mother. 

The scissors were introduced under the control of 
two fingers of the left hand which fixed the clavicle, 
and the bone was divided in its middle third. It was 
then easy to develop the shoulders and extract the 
child. The child weighed 4,200 gm. Its length was 
55.5 cm., and the width of its shoulders, 14.5 cm. 
Its shoulder was dressed with a sterile dressing and 
fixed with a Desault bandage in a suitable position. 
On the thirteenth day there was callus formation 
with consolidation of the fragment. By the twenty- 
fifth day the wound was completely healed. At the 
end of a month the X-ray revealed displacement of 
the fragments and the clavicle showed shortening of 
6 mm., but there was no disturbance of the function 
of the arm. 

By unilateral cleidotomy, the circumference of the 
shoulder is diminished by from 2.5 to 3 cm., and by 
bilateral cleidotomy it is diminished by from 5 to 6 
cm. The subclavicular bundle of blood vessels and 
nerves lies deep enough to be safe from injury. In 
the middle third of the clavicle, where the division 
is done, there is only the insertion of the subclavius 
muscle. The sites of insertion of more important 
muscles, such as the trapezius, deltoid, pectoralis 
major, and sternocleidomastoid, are situated later- 
ally and are not injured. 

Nothing can be said as yet with regard to the later 
function of the extremity after cleidotomy, but 
judging from the functional results in cases of spon- 
taneous fractures of the clavicle occurring during 
labor, the author believes that the outlook is good 
unless marked displacement occurs. 

Jankelewitsch recommends cleidotomy in cases in 
which the shoulders cannot be developed in spite of. 
correct posture. It is associated with less danger of 
causing rupture of the lower uterine segment and is 
less drastic for the child than forced extraction by the 
arms which may result in Klumpke’s and Erb’s 
paralysis, Kasortu (G). 


Grosse, A.: Should Perineal Lacerations Sustained 
During Childbirth Be Sutured Immediately? 
(Doit-on suturer immédiatement les déchirures du 
périnée survenues au cours de l’accouchement?) 
Rev. frang. de gynéc. et d’obst., 1929, XXiv, 401. 


Lecéne has recently advised against immediate 
suture of perineal lacerations involving the muscle. 
The results, as he has seen them, have been poor. 
Grosse states that surgeons see chiefly the failures. 
In the opinion of obstetricians, immediate repair 
is usually successful, even in cases of extensive 
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laceration. The procedure is contra-indicated, how- 
ever, by infection, devitalized tissues, oedematous, 
infiltrated, and rigid tissues in obese women and 
women with albuminuria, and the thick tissues, lack- 
ing in suppleness, of women of lymphatic tempera- 
ment. The success of immediate suture depends 
largely on its being done immediately after delivery 
or within the next few hours. If it is delayed until 
the following day the chance of a good result is 
greatly lessened. In complete tears which extend 
deep into the vagina, and especially in complicated 
tears involving the rectum above the sphincter, the 
patient must be thoroughly anesthetized and the 
lacerated area well exposed. 

The author reports briefly thirty-seven personal 
cases of complete laceration with rupture of the 
sphincter but without involvement of the recto- 
vaginal septum. The lacerations were repaired 
immediately. There was only one failure necessi- 
tating a second operation at a later date. In this 
case there had been marked dystocia, the tissues 
were greatly damaged, and the puerperium was 
febrile. In thirty-four cases the result was entirely 
successful. In one of the two cases in which it was 
imperfect the puerperium was febrile, and in the 
other there was secondary muscular atrophy. 

Grosse reports also nineteen cases with more or 
less extensive rupture of the rectal wall above the 
anus and extensive vaginal laceration. In eighteen, 
the result was satisfactory. The one failure oc- 
curred in the case of a woman whose tissues were 
lacking in vitality. In four cases the operation was 
followed by a fistula, but in three the fistula closed 
spontaneously and in one it closed following a minor 
intervention. In three cases in which a successful 
result was obtained failure seemed probable be- 
cause of the condition of the tissues, the presence of 
fever in the days following delivery, and the pa- 
tient’s general condition. CARPENTER. 


Laffont and Larribére: A Statistical Study of 
Uterine Rupture at the Algiers Maternity Hos- 
pital in the Period from 1908 to 1928 (Etude 
statistique de rupture utérine a la Maternité d’Alvier, 
1908-1928). Bull. Soc. d’obst. et de gynéc. de Par., 
1929, XViili, 413. 

During the twenty-year period from 1908 to 1928, 
18 cases of rupture of the uterus were observed 
among 6,500 patients at the Algiers Maternity Hos- 
pital. Nine ruptures occurred among 6,000 European 
patients and 9 among 500 Algerian patients. The fre- 
quency of the accident in the native women is due to 
the lack of competent attendants, the frequent prac- 
tice of abdominal expression, and the fact that the 
Algerian custom is against calling a physician, labor 
in — of serious dystocia often lasting as long as a 
week. 

The accident occurs most frequently in multipare 
about thirty years of age. In the cases reviewed the 
responsible conditions were as follows: 

1. Deformed pelvis. This was the cause in 4 
cases, all those of primipare. 


2. Abnormal presentation. There were 4 shoulder 
presentations, all in multipare; 4 breech presenta- 
tions, 3 of which occurred in primipare; and 1 brow 
presentation. 

3. Anomalies of the fetus. In a case of hydroceph- 
alus the abdomen had been compressed for four days. 

4. The use of oxytocics. In 1 case quinine was a 
possible factor. Pituitrin was the cause in 2 cases. 

5. Obstetrical maneuvers. Abdominal compres- 
sion was a cause in 1 case; version, in 5 cases; dilata- 
tion and extraction, in 5 cases; breech extraction, in 4 
cases; forceps delivery, in 3 cases; and embryotomy, 
in 3 cases. 

The ruptures were usually recognized by vaginal 
examination after evacuation of the uterus. Sudden 
violent pain never occurred. In 5 cases there was a 
flow of blood from the vagina. Uterine inertia was 
noted only twice. In all cases but 1 there were the 
classical symptoms of acute anemia. 

All treatment other than immediate operation had 
a mortality of 100 per cent. Of the cases in which 
hysterectomy was done without drainage recovery 
resulted in 25 per cent. Since the adoption of 
Mikulicz drainage, hysterectomy has been followed 
by recovery in 75 per cent of cases. 

AvBert De Groat, M.D. 


Grosse, A.: Rupture of the Uterus During Labor; 
Hysterectomy Twelve Hours Later; Recovery 
(Rupture utérine au cours de l’accouchement; hys- 
térectomie douze heures aprés accident; guérison), 
Bull. Soc. d’obst. et de gynéc. de Par., 1929, xviii, 402. 


The case reported was that of a woman who had 
had five previous labors, the third and fifth termi- 
nated by high forceps. In the sixth labor the cervix 
dilated rapidly, but there was no tendency for the 
head to engage. Application of high forcepswas 
unsuccessful. A dead infant of large size was finally 
delivered by difficult version and extraction. The 
haemorrhage was profuse, and in the course of man- 
ual delivery of the placenta a rupture of the uterus 
was discovered. The patient was then transported 
for a considerable distance to a hospital where a 
laparotomy was performed twelve hours after the 
accident. 

The abdomen contained a large amount of blood 
that came from a tear of the left broad ligament and 
of the uterus which extended from the cervix to the 
base of the left tube. There was also a superficial 
laceration of the sigmoid. A supravaginal hysterec- 
tomy was rapidly performed and the sectioned 
broad ligaments and cervix were closed by a series of 
mattress sutures to obtain hemostasis. The left 
uterine artery could not be found. Mikulicz drain- 
age was established. After a stormy two days the 
patient made an excellent recovery which was inter- 
— only by a limited phlebitis in the calf of the 
eit leg. 

The author ascribes the fortunate outcome of this 
dubious case to the thorough repair of the perito- 
neum and the Mikulicz drainage. 

ALBERT F. De Groat, M.D. 
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OBSTETRICS 


PUERPERIUM AND ITS COMPLICATIONS 


Kickham, C. J.: The Treatment of Puerperal 
Sepsis. N. England J. Med., 1929, cci, 451. 


Kickham reviews the various methods that have 
been proposed for the treatment of puerperal sepsis, 
especially vaccine therapy, serotherapy, intravenous 
chemotherapy, and hysterectomy and other surgical 
procedures, and reaches the conclusion that none of 
them has been found of any particular value. He 
believes that hysterectomy might prove to be life 
saving in certain carefully selected cases, but fears 
that its universal adoption would lead to a higher 
mortality than now obtains. He advocates blood 
transfusion and stresses the importance of a careful 
selection of donors and the use of this form of treat- 
ment early and often. The importance of prophy- 
laxis is emphasized. E. L. Kine, M.D. 


MISCELLANEOUS 


Westman, A.: Experimental Studies Regarding 
the Functional Importance of the Cells of the 
Theca Interna (Experimentelle Studien ueber die 
funktionelle Bedeutung der, Theca-interna-Zellen). 
Acta obst. et gynéc. Scand., 1929, viii, 290. 


Westman reports experiments carried out on 
rabbits to determine whether the theca interna cells 
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are capable of producing hormones analogous to 
those originating from the follicular cells. A few 
hours after coitus, mature follicles were sucked out 
by the detachment and removal of the membrana 
granulosa. The undamaged theca interna cells 
remained in situ. The uterine mucosa was then 
examined with the microscope at definite intervals 
to determine whether it was the site of a reaction 
analogous to that occurring under the influence of 
the corpus luteum in so-called pseudopregnancy. 

It was found that when the membrana granulosa 
was completely removed no such reaction took 
place. Evidently, therefore, the theca cells are 
incapable of producing hormones with an effect 
similar to that of the hormones produced by the 
follicular cells. 

On microscopic examination of the ovaries it 
was found that the theca cells had degenerated a 
short time after extirpation of the follicular mem- 
brane. 

In one experiment in which the membrana granu- 
losa was removed incompletely a partial corpus 
luteum formation arose from the remaining follicular 
cells while the theca cells showed no increased pro- 
liferation within those areas of the follicular wall 
where the granulosa was missing. It is clear from 
this that the theca cells are incapable of forming 
corpus luteum tissue. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Donati, M.: An Attempt to Treat Diabetes by 
Denervation of One Suprarenal Capsule (Tenta- 
tivo di trattamento chirurgico del diabete con la 
enervazione di una capsula surrenale). Arch. ital. 
di chir., 1929, Xxiv, 357. 

Cimanata of the author’s clinic demonstrated that 
experimental pancreatic diabetes in animals can be 
cured by denervation of the suprarenals. In testing 
this procedure in a clinical case, Donati denervated 
only one suprarenal capsule, the left. He sectioned 
all of the nerve filaments that enter the gland from 
above or below, especially all those on the posterior 
surface, and also the filaments which enter the hilus 
with the vessels. Then, in order to be absolutely cer- 
tain that the denervation was complete he touched 
the perisuprarenal tissue and the vessels of the 
hilus with sponges wet with 4 per cent phenol. He 
admits that this last procedure is open to criticism, 
but states that it had no apparent unfavorable 
effects. 

The patient was a woman fifty-four years of age 
who had severe diabetes with glycosuria and a fast- 
ing glycemia of 285 mgm. per 100 c.cm. Insulin was 
given subcutaneously up to as much as 8o units a 
day. During the insulin treatment, the glycosuria 
disappeared and the glycemia fell to 124 mgm. per 
100 c.cm., but as soon as the insulin was stopped 
for a day there was intense glycosuria and the 
glycemia rose to 180 mgm. per 100 c.cm, 

The left suprarenal was denervated on May 16, 
1929, and the last dose of insulin before the opera- 
tion was given on May 14. From May 14 up to 
May 30 no insulin was given. During this period 
the patient received the ordinary hospital diet. The 
usual postoperative increase in the blood sugar was 
not noted, but on the third day the glycemia rose 
first to 206 and then to 226 mgm. per 100 c.cm., at 
which level it remained for several days and then 
fell to 2.10 mgm. while the glycosuria rose to 18 
mgm. per 100 c.cm. 

The operative wound healed slowly. In the 
period from May 31 to June 12, insulin was again 
given, the doses being decreased from 50 to 10 units. 
During this time the glycemia fell to 140 mgm. per 
100 c.cm. and the glycosuria disappeared. After 
June 12 the patient received no insulin. 

At the time of this report, which was made a 
month and a half after the operation, the glycemia 
was 120 mgm. per 100 c.cm. and the urine was free 
from ar although the patient was on a diet rich 
in c* hydrates. The average daily quantity of 
urine 1 decreased from 1,350 to 450 c.cm., and 
the hunge and thirst and other functional symptoms 
of diabetes had disappeared. The author concludes 


from these results that when the elaboration of 
adrenalin is decreased by denervation of one supra- 
renal the deficiency of insulin secretion is com- 
pensated. Auprey G. Morean, M.D. 


Weiner K.: Clinical and Experimental Experiences 
with Regard to Ascending Infections of the 
Urinary Passage and the Effect of Decap- 
sulation on These Diseases (Klinische und ex- 
perimentelle Erfahrungen ueber die ascendierende 
Infektion der Harnwege und Wirkung der Dekap- 
sulation bei diesen Erkrankungen). Ziéschr. f. urol. 
Chir., 1929, XXvii, I. 

After lymph tracts with efferent branches coursing 
in the adventitia were demonstrated by Teichmann 
and Krause in the wall of the ureter, Lehndorff dem- 
onstrated them in the ureteral mucous membrane. 
Three parts can be distinguished, in the ureter. 
In the lowest part the lymphatics are connected with 
the lymphatics of the bladder and lead to the hy- 
pogastric glands. In the middle part, the lym- 
phatics take their course to the glands of the aorta and 
cava vena and especially, to the common iliacs. In 
the upper part, some of the lymphatics are connected 
with the lymphatics of the renal pelvis and the 
kidney and others course to the glands of the aorta 
and vena cava. According to Bauereisen, the lym- 
phatics of the wall of the ureter are connected with 
one another in the longitudinal direction, and a 
lymph stream runs from the mucous membrane to 
the adventitia. According to Stahr, the lymphatics 
of the renal capsule are connected with those of the 
renal cortex, where they form a dense network. 
From the cortex, pigments injected into the lym- 
phatics penetrate between the canaliculi. It has 
not been determined definitely whether they pass by 
way of the pyramids of Ferrein or along the arteries. 

The lymphatics of the submucosa of the renal 
pelvis gain entrance to the renal parenchyma at the 
folds of the calyces. The circle is therefore com- 
pleted, as the lymphatics of the upper portion of the 
ureter are connected with the lymphatics of the 
renal pelvis. 

The author reports four cases of ascending in- 
fection. As in one of them the ureter was stenosed 
and in all of them renal abscesses and not pyone- 
phrosis resulted, the infection was not in the renal 
pelvis or along the free lumen of the urinary passage 
but had ascended by some other route. By histo- 
logical studies, the author found it had ascended not 
only along the lymphatics of the ureter but also along 
the wall of the bladder where it had apparently 
originated in the region of the ureteral meatus. 

Weiner’s investigations have shown that infec- 
tions can travel upward very rapidly. This ob- 
servation is of great therapeutic importance. In 
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rapidly developing severe infections of the upper 
urinary passages the diseased kidney should be ex- 
posed and decapsulated in order that any existing 
abscesses may be opened. Even in very severe in- 
fections the kidney can sometimes be saved by such 
an operation performed quickly. Sometimes ‘it is 
necessary to operate bilaterally. After the decap- 
sulation and the escape of the infectious material, 
the kidney usually recovers very quickly. 
A. ROSENBERG (Z). 


Klein, P.: The Treatment of Ureteral Fistulze by 
Exclusion of the Kidney by X-Ray Irradiation 
(Zur Heilung der Ureterfisteln durch Nierenauschal- 
tung mittels Roentgenbestrahlung). Chirurg, 1929, 
1, 255. 

The author points out the dangers to the ureter 
in gynecological operations, particularly when the 
ureter is moved from its normal position by tumor 
formations, exudates, or fluid accumulations or is 
distorted by neoplastic or inflammatory processes. 
The consequences of ureteral injury vary, depending 
upon whether the injury is caused by ligation or 
section and whether it is noticed at the time it is 
inflicted. When the lesion remains unrecognized, a 
ureteral fistula develops. Ureteral injury may be 
corrected by: (1) restoration of the continuity of the 
ureter by removing a ligature or a compressing 
forceps or resuturing the ureter; (2) implantation of 
the injured ureter into the bladder or intestine or 
the ureter on the other side; (3) surgical ligation of 
the ureter; or (4) nephrectomy. 

Secondary nephrectomy for the cure of ureteral 
fistula is to be considered only when secondary im- 
plantation of the fistulous ureter is hopeless or 
technically impossible. Secondary implantation is 
impossible most often in cases of ureteral fistula 
occurring after the radical Wertheim operation for 
carcinoma of the uterine cervix. Such fistula fre- 
quently do not develop until quite late, the third or 
fourth week after the operation. Apparently there 
is an inflammatory process in the wall of the ureter. 
Implantation of the ureter into the bladder is contra- 
indicated by the inflammatory changes in the wall 
of the ureter, the usually associated catarrh of the 
bladder, and the inflammation in the renal pelvis. 
Accordingly, the only operative procedure possible 
is nephrectomy. 

The author has attempted to treat such fistula by 
arresting kidney function by roentgen irradiation. 
In four cases he closed the fistula successfully by 
this treatment. After achieving these clinical re- 
sults he carried out experiments on animals to de- 
termine whether the roentgen irradiation affects 
primarily the vessels or the tubules of the kidney. 

Microscopic study of the kidney showed three 
stages. In the first stage there was a hyperemia with 
dilatation of the glomeruli and transudation into 
the capsule. The tubules seemed swollen. In the 
second stage the hyperemia and dilatation were 
considerably increased, the glomeruli completely 
filled Bowman’s capsule, the glomerular tufts had 
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burst, and hemorrhage had occurred between the 
capillary loops. The blood vessels between the 
medulla and cortex were dilated, and there was 
hemorrhage into the surrounding tissues. The third 
stage was a stage of contraction. The glomeruli 
and capsule were smaller, and the capsule was 
thickened and fibrous. The tubules were contracted, 
and throughout the kidney there was new formation 
of connective tissue. 

These experiments therefore showed definitely 
that the kidneys may be severely damaged by ir- 
radiation. The human kidney may be so profoundly 
affected that its function is destroyed. Accordingly, 
it is possible, by intensive irradiation of the kidney, 
to cure ureteral fistulae which otherwise would 
require an operation for removal of the kidney. 

ZILLMER (Z). 


BLADDER, URETHRA, AND PENIS 


Campbell, M. F.: Rupture of the Bladder; A Clini- 
cal Study of Fifty-Five Cases. Surg., Gynec. & 
Obst., 1929, xlix, 540. 


During a period of fourteen years at Bellevue 
Hospital, New York, 55 cases of rupture of the blad- 
der were seen. As in this period more than 300,000 
surgical cases were admitted, the incidence of rup- 
ture of the bladder was 1:5,500. ‘Twenty-five of the 
cases of rupture of the bladder occurred in 166 cases 
of fracture of the pelvis. 

Rupture of the bladder practically never occurs 
when the bladder is empty. Predisposing causes 
are distention, alcoholism, and mental aberrations. 
Over 90 per cent of the patients whose cases are 
reviewed were males. 

As a rule the diagnosis is made at operation or 
autopsy. The condition is strongly suggested by a 
syndrome including shock, signs of internal hemor- 
rhage, dysuria, hematuria, absolute inability to 
urinate, and tenderness in the region of the bladder. 
It is suggested also when, on catheterization, a small 
amount of bloody urine is withdrawn or far more 
urine is obtained than was anticipated (drainage of 
the abdomen filled with urine). 

The immediate complications are shock, hemor- 
rhage, peritonitis, and fracture of the pelvis, and the 
late complications extravasation of urine, sepsis, and 
vesical fistula. Peritonitis developed in 23 of 32 
cases of intraperitoneal rupture reviewed by the 
author. 

Of the fifty-five patients whose cases are reviewed, 
20 survived. All of these were operated upon. They 
left the hospital after from three weeks to six months. 
Of the 35 patients who died, 10 were not operated 
upon and 2 lived less than ten minutes after their 
admission to the hospital. 

Operation for rupture of the bladder is performed 
most safely under nitrous-oxide oxygen anesthesia. 
The peritoneum should be inspected, and any urine 
in the peritoneal cavity should be aspirated or 
drained. The bladder should be repaired rapidly 
and drained through a large tube, and any peri- 
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vesical hematomata or extravasations should be 
well drained. Maurice I. Mettzer, M.D. 


Werboff, S.: Experiences and Results in the Treat- 
ment of Vesical Calculus (Erfahrungen und Re- 
sultate der Blasensteinbehandlung). Zéschr. f. Urol., 
1929, XXiii, 661. 

The author agrees with Casper that lithotripsy is 
the best operation for vesical calculi. At the Casper 
clinic, litholapaxy was done in 390 cases and the 
stone was removed by the suprapubic route 40 
times. If the urethra will not allow the passage of 
the instrument, it may be dilated with bougies. 
Insurmountable difficulties are encountered only 
in cases of hypertrophy of the prostate. A markedly 
protruding prostate often does not allow the litho- 
triptor sufficient play to grasp a stone lying behind 
the prostate. In some cases of prostatic hyper- 
trophy the instrument cannot be pushed through the 
narrowed prostatic urethra. When the stone has a 
diameter of more than 4 or 5 cm. it cannot be grasped 
by the blades of the lithotriptor, and when it is too 
hard it cannot be broken up. Multiple small stones 
cause difliculty, and multiple large stones consti- 
tute a contra-indication to lithotripsy. Severe 
general infections, acute urinary infections, and 
severe diabetes are also strict contra-indications, 
although the importance of diabetes has been con- 
siderably reduced by intensive insulin therapy. In 
the cases of children it is nearly always necessary to 
perform lithotomy. This may account for the fact 
that lithotomy was done in 10.3 per cent of the 
cases reported by Werboff whereas it’ was done in 
only 6 of 302 cases reported by Schlagintweit, in only 
4 per cent of cases reviewed by Loewenhart, and in 
only 2 per cent of those reported by Frener. 

The proper preparation of the patient previous to 
lithotripsy is of the greatest importance. Patients 
with chronic catarrh of the bladder should be sub- 
jected to a general course of disinfection. Even to 
those without demonstrable inflammation of the 
bladder, the author administers urinary disinfectants 
by mouth for one or two days previous to the opera- 
tion. Before every lithotripsy the position of the 
stone and its relationship to the prostate and a 
possible diverticulum of the bladder should be de- 
termined by cystoscopic examination. 

The type of anesthesia is of great importance. 
As the instillation of 2 per cent alypin even in a 
quantity of 100 c.cm. is not sufficient, the author 
recommends spinal anesthesia induced with tropo- 
cocaine. For the removal of small stones, para- 
sacral or epidural anesthesia is usually satisfactory. 
The bladder must not be overdistended; as a rule 
from roo to 150 c.cm. is the proper amount of 
filling. When the stones are large, the evacuating 
catheter should be used after they have been 
crushed and then the ramasseur. The cystoscopic 
examination should then be repeated to determine 
whether any injury has been done, and after this 
examination the bladder should be irrigated with 
silver nitrate solution. Medium sized stones and 


even large stones may be reduced in size by snip- 
ping off fragments with Young’s forceps. 

When the stone débris collects between the blades 
of the lithotrite so that the blades cannot be com- 
pletely closed, it may be dislodged by striking the 
blades of the instrument together sharply. Hama- 
turia, if it occurs, must not be allowed to continue 
longer than twenty-four hours. In_ prostatics, 
hemorrhage may occur in the posterior urethra, but 
this is without serious consequences if it is stopped 
by the use of a retention catheter. Epididymitis 
may also develop, but is usually prevented by rest 
in bed for two or three days. The administration 
of an abundance of fluids and of urinary disinfec- 
tants by mouth washes and disinfects the bladder. 

The chief danger of lithotripsy is dissemination 
of the infection to the upper urinary passages. This 
danger is especially great in patients with prostatic 
hypertrophy and _ insufficient emptying of the 
bladder. 

Of the 6 patients who died in the series of cases 
reviewed by the author 3 developed first an ascend- 
ing and then a generalized sepsis, 1 had lues with 
paralysis of the bladder, 1 died from chloroform 
anesthesia, and 1 died from suppuration of the 
contents of a diverticulum of the bladder after 
operation. A. RosenBURG (Z). 


Puhl, H.: Sarcoma of the Urethra; Report of a Case 
of Myosarcoma (Zur Kenntnis der Sarkome der 
Harnroehre; Mitteilung eines alles von Myosar- 
kom). Ziéschr. f. Urol., 1929, xxiii, 583. 


Sarcomata of the urethra are rare. Only twenty- 
four cases have been reported in the literature. They 
occur much less frequently than the epithelial 
neoplasms, with which they have certain common 
characteristics as regards etiology and clinical fea- 
tures. Their development at an early age, which has 
been mentioned as characteristic, is not diagnostic as 

only five of the patients whose cases are on record 
were less than thirty years of age and thirteen were 
more than fifty years of age. The majority were 
females. According to their histological structure, 
the tumors may be classified as round-cell sarcomata, 
lymphosarcomata, melanosarcomata,  fibrosarco- 
mata, and their subvarieties. Chronic inflammatory 
irritative conditions of the urethra are believed to 
play a part in their origin, but the author reports a 
case of myosarcoma which was a typical example of a 
congenital germinal tumor growth. 

The author’s patient was a boy eight weeks old 
who had had anuria for forty-eight hours. The 
tensely filled bladder was palpable in the hypo- 
gastrium as a spherical tumor. The perineum in the 
region of the urethra was bulged outward by a 
urethral tumor the size of a walnut, which could be 
clearly felt on all sides. ‘The tumor was removed 
through the perineum, the stumps of the urethra 
then being united by suture over a catheter. Rapid 
recovery followed. ‘The tumor measured 3.5 by 3 by 
4 cm. Its cut surface showed muscular fibrous 
structures with the inclusion of circular foci having a 
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cicatricial appearance. Microscopic examination 
showed it to be a sarcomatoid rhabdomyoma with 
marked variations in the cell picture. Fourteen 
months after the operation the child was still free 
from recurrence and metastases. Punt (Z). 


Schreiner, B. F.: The Treatment of Epithelioma of 
the Penis, Based on a Study of Sixty Cases. 
Radiology, 1929, xiii, 353. 


In the diagnosis of epithelioma of the penis, syph- 
ilis and venereal warts must be ruled out. It is gen- 
erally believed that all papillary growths on the 
glans penis are potentially malignant. As a rule, 
local extension of epithelioma of the penis occurs 
relatively late, but eventually there is invasion of 
the lymph channels. In the majority of cases the 
inguinal nodes are involved when the patient first 
seeks treatment, and in over 75 per cent of these 
cases the involvement is bilateral. 

The most common site of epithelioma of the penis 
is on the glans. Asa rule the course of the disease is 
relatively slow until it reaches the critical stage. 
Patients have been known to live eleven years with- 
out surgical treatment. Recurrence is usually ob- 
served during the first year after operation, but 
cases have been seen in which it did not develop until 
after eight years. In forty-one of the sixty cases re- 
viewed by the author the duration of the lesion 
ranged from six months to one year. In the others, 
there was a history of ulceration of warty growths 
over a period ranging from two to fourteen years. 

The treatment which the patients had received 
before they consulted the author included cauteri- 
zation, the application of ointment, X-ray irradia- 
tion, radium irradiation, and partial and radical 
operation. Schreiner classifies the cases into two 
groups. Group 1 was made up of twenty-three cases 
in which the lesion was confined to the penis, and 
Group 2, of thirty-seven cases in which there were 
definite metastases in the lymph-bearing areas of 
the groins. 

In the first group, unfiltered X-ray irradiation 
alone effected a cure which in two cases has lasted 
for ten years and eight and a half years respectively. 
One patient who was treated by the implantation of 
radium in the lesion is still well today, three and a 
half years later. Unfiltered X-ray irradiation of the 
local lesion with high-voltage X-ray irradiation over 
the groins and partial operation resulted in healing 
which has persisted for seven years in two cases, for 
ten months in one case, and for eight months in two 
cases. Of eleven patients subjected to radical opera- 
tion and irradiation, six are living eleven, seven, five, 
three, one, and one years respectively after the treat- 
ment, three died as the result of the operation, one 
died six years after the operation from another cause, 
and one died of internal metastasis after two years. 

In the second group, unfiltered X-ray irradiation 
or the implantation of radium in the primary lesion 
together with high-voltage X-ray irradiation over 
the groins resulted in healing or great improvement 
in the primary lesion, but most of the patients so 
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treated died from their metastases. In one case the 
mplantation of radium into the lesion with removal 
of metastatic nodes and the implantation of radium in 
the groin resulted in healing which has persisted for 
five years. Of eight patients subjected to radical 
operation and irradiation, one was clinically cured 
for thirteen and a half years. The others died after 
from two months to one and a half years. 
Joun P. O’Ner, M.D. 


GENITAL ORGANS 


Bugbee, H. G.: Cases of Unsuspected Carcinoma of 
the Prostate Discovered on Microscopic Section. 
Urol., 1929, xxii, 363. 
Smith, G. G.: Total Perineal Prostatectomy for 
Cancer. J. Urol., 1929, xxii, 377. 


BUGBEE reports seven cases of prostatic carcinoma 
in which the findings did not agree with the often re- 
peated statement that most prostatic carcinomata 
have their origin in the posterior lobe, and that a 
cancer beginning in this lobe extends in an upward 
course along the posterior pelvic chain of lymphatics 
and early extends beyond the prostate. 

The carcinoma was first discovered in Bugbee’s 
cases at pathological examination subsequent to 
prostatectomy. In six, areas of malignancy were 
found in a lateral lobe or the median lobe. In all, the 
carcinoma was surrounded by adenomatous hyper- 
trophy, but evidence of recurrence has been ob- 
served in only one. In none is there any sign of 
metastasis. In all, the urinary function is normal. 

Three of the patients stated that their father or 
mother had died of carcinoma. ‘The ages of the 
patients—fifty-five, sixty-one, sixty-two, sixty-nine, 
seventy-one, seventy-four, and eighty—correspond 
to the ages in most series of cases of prostatic hyper- 
trophy. 

Five of the patients had retention of urine within 
a few days after they entered the hospital. ‘Two of 
these five had had urinary symptoms for only six 
months and one had had such symptoms for only 
seven months before the development of the reten- 
tion. One had had difficulty in urination for fifteen 
years, and another, for nine years. The sudden onset 
of the retention after a comparatively short period of 
urinary disturbance or after a long period free from 
exacerbations may be suggestive of the transition of 
a benign into a malignant growth. 

Difficulty in urination was a more prominent sign 
than dysuria. ‘I'wo patients had nocturnal incon- 
tinence and large amounts of residual urine. Hama- 
turia did not occur in any case. ‘Three patients were 
free from infection, but four showed chronic infection 
of the prostate, seminal vesicles, and bladder. 

Convalescence following prostatectomy was just 

as rapid as in cases of simple hypertrophy. 

The author draws the following conclusions: 

1. In the lateral and median lobes of the prostate 
small carcinomata occur which may be diagnosed 
only on microscopic section after removal. A more 
careful study of all prostates may make it possible 
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to detect small suspicious areas which would lead to 
prostatectomy in cases in which palliative measures 
might otherwise be continued. 

2. The sudden onset of retention in the presence 
of comparatively mild urinary symptoms may be 
suggestive of malignancy. 

3. Prostatectomy may be carried out quite as 
easily in cases of the small carcinomata described as 
in cases of simple hypertrophy. Preliminary supra- 
pubic drainage to allow subsidence of the oedema and 
infection is an advantage. 

4. There is no evidence suggesting that the small 
amount of trauma incident to the removal of the 
prostate causes a squeezing out of cancer cells into 
the lymphatics with consequent spread of the disease. 

Situ reports the results obtained in twenty-six 
cases of cancer of the prostate by total perineal 
prostatectomy. In this operation the prostate and 
vesicles are exposed by means of an inverted U- 
incision, the entire prostate, including its capsule, a 
more or less wide zone of the bladder neck, and most 
or all of the seminal vesicles are removed, and the 
hiatus so made is closed by careful suture of the 
bladder neck to the stump of the urethra just prox- 
imal to the posterior layer of the triangular ligament. 

Young drains the bladder only by a urethral 
catheter, but Smith establishes drainage also by 
means of a tube inserted through a stab wound made 
just above the trigone as he has found that when 
this is done healing occurs more quickly. 

With regard to the indications for total perineal 
prostatectomy, Smith states that the patient’s con- 
dition must be such that he can stand an operation 
with a duration of at least ninety minutes. The use 
of spinal anesthesia increases the margin of safety 
considerably, but the circulatory system must have 
a fair measure of reserve. The existence of metas- 
tases which would probably prove fatal within a 
year is a contra-indication. Digital examination 
and cystoscopy must show that the carcinoma has 
not extended any farther than the vesicles pos- 
teriorly, and that it has not invaded the bladder wall 
except on the trigone close to the prostate, where it 
may be removed without interfering with the ureters. 
On rectal examination the finger should be able to 
outline the prostate laterally and reach the upper 
edge of the indurated area with ease. 

The ages of Smith’s patients ranged from fifty to 
eighty-four years. Urinary obstruction had been 
present for one year or less in eighteen cases, for 
from one to two years in four cases, and for from 
two to three years in four cases. The amount of 
residual urine at the time the patient entered the 
hospital ranged from none in three cases to complete 
retention in seven cases. 

The duration of the symptoms and the amount of 
obstruction are not an index of the extent of the 
carcinoma. In-many of the cases reported the ob- 
struction was due to hypertrophy occurring in the 
lateral lobes and not to the carcinoma. 

In the cases of patients with residual urine, drain- 
age was established by catheter until the renal func- 


tion and the general condition were satisfactory. In 
the earlier cases the type of anesthesia varied, but 
lately spinal anesthesia has been used almost with- 
out exception. 

The operation does not produce much more shock 
than an ordinary prostatectomy. In the cases re- 
viewed there were three deaths in the hospital. One 
of the twenty-three patients who recovered devel- 
oped a recto-urethroperineal fistula following radi- 
ation. The twenty-two others remained in the 
hospital for an average of thirty-two days after the 
operation. Smith usually leaves the urethral catheter 
in place until the perineum is well healed. 

Control of urination is often rather slow in re- 
turning. It may be greatly improved by dilating the 
point of union of the bladder with the urethra with 
sounds. 

One of the author’s patients was operated upon 
too recently to be included in a discussion of the re- 
sults. Three had no control after the operation. One 
of the latter was suffering from tabes dorsalis and 
one was a mental defective who had dribbled con- 
stantly before the removal of the prostate. ‘The third 
was operated upon some time ago at the Massachu- 
setts General Hospital. Smith is unable to account 
for the lack of control in this case except on the 
ground that recovery is usually not as quick or as 
complete in hospital cases as in private cases. 

Eight patients died of cancer after leaving the 
hospital. Of these, one lived five years and nine 
months and was bedridden for two years; two lived 
two years and two months; one lived one year and 
six months; three lived one year; and one lived three 
months. None of these patients, so far as can be as- 
certained, developed urinary obstruction or any im- 
portant vesical symptoms. Joun P. O’Nem, M.D. 


Hunt, V. C.: Carcinoma of the Prostate Gland and 
Prostatic Capsule Developing Subsequent to 
Prostatectomy for Benign Prostatic Hyper- 
trophy. J. Urol., 1929, xxii, 351. 

In the case reported, definitely encapsulated, 
benign adenomatous hypertrophy was present in 
association with carcinoma. The gland was readily 
enucleated and careful section failed to show any 
evidence of a malignant condition. However, mi- 
croscopic examination of tissue removed from the 
prostatic capsule at autopsy disclosed definite car- 
cinoma. The author states that if the patient had 
lived and clinical manifestations of a malignant 
process had appeared at a sufficiently later time, it 
might have been suspected that this was a true ex- 
ample of malignancy developing in the prostate gland 
and prostatic capsule subsequent to prostatectomy 
for benign adenomatous hypertrophy. 


Solier, L. F., and Huard, P,: Subacute Orchitis 
Caused by Necrobiosis of a Vas Aberrans 
(Orchite subaigué par nécrobiose d’un vas aberrans). 
Bull. et mém. Soc, nat. de chir., 1929, lv, 730. 


The case reported was that of a man thirty-six 
years of age who, while ascending a stairway, was 
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taken with a sudden intense pain in the right groin 
and the right side of the scrotum. The scrotum at 
once increased in size and became heavy. The pain 
irradiated the length of the cord. Rest in bed 
caused no improvement. Four days after the begin- 
ning of the pain a scrotal swelling the size of a large 
duck egg developed on the right side with oedema and 
wine-red coloration of the skin. The pain was most 
severe in the epididymotesticular groove. The 
cord and epididymis were thickened, and the tunica 
vaginalis testis contained a layer of fluid. The 
testicle itself was unchanged. The inguinal rings 
were widened and gaping on both sides, but there 
was no trace of hernia. The general condition was 
good. The usual treatment of orchi-epididymitis 
brought no relief. 

An inguinoscrotal incision revealed a congested 
cord which had exteriorized the testicle without 
torsion. When the tunica vaginalis testis was opened, 
a ccitron-colored fluid escaped and the walls were 
found lined by false membranes. There was a single 
sessile hydatid of Morgagni of normal aspect. On 
the external side, in the epididymotesticular cul-de- 
sac, among the thicker and more adherent false 
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membranes, there was a blackish, turgescent piri- 
form mass the size of a large kidney bean. This was 
attached to the epidermis only by its smaller extrem- 
ity which formed a pedicle. There was no torsion. 
The small tumor was ligated and resected, and the 
thickened and bleeding tunica vaginalis testis was 
excised. To effect hemostasis, the raw edge was 
whip-stitched. On microscopic examination, the 
tumor was diagnosed as a vas aberrans of Haller or a 
para-epididymal cyst. Solier and Huard believe it 
was a vas aberrans of the rete testis, such as was de- 
scribed by Roth in 1876 and by Poirier in 1890, 
which detaches itself from the rete testis. 
MovucueEt, who read their report before the 
Society, suggested that the necrobiosis of the 
embryonal rest may have been due to a torsion 
not discovered. He emphasized that whenever the 
syndrome described cannot be attributed to a 
urethral infection or a general disease, operation 
must be performed. Operation will effect an immedi- 
ate cure, and when there is torsion of the cord with 
attentuated symptoms it will save the testicle. In 
any case it will prevent such sequel as serous or 
haemorrhagic vaginalitis. Pace. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Carnett, J. B., and Case, E. A.: A Clinical and 
Pathological Discussion of So-Called Suba- 
cromial Bursitis. Surg. Clin. N. Am., 1929, ix, 1107. 


In fifty cases of subacromial bursitis the author 
was unable to detect any pathological changes in the 
bursa itself but discovered a calcareous deposit on, 
in, or under the supraspinatus tendon. He states 
that the symptoms ascribed to bursitis are in reality 
due to a lesion of the tendon of the supraspinatus 
muscle, whether a calcareous deposit is present or 
not. As the clinical picture differs little in cases with 
and without calcareous deposits, the underlying le- 
sion is presumably the same in both, viz., an in- 
flammation of the supraspinatus tendon. 

The common cause of the lesion is occupational 
trauma and not a single injury. The condition occurs 
most frequently in persons who work with their 
hands while holding the elbows away from the chest. 
In this position of the arm the tendon is bruised or 
pinched between the greater tuberosity and the 
acromion of the coraco-acromial ligament. 

The symptoms vary with the severity and the 
stage of the lesion. In the acute cases the pain is felt 
along the distribution of the brachial plexus. It may 
extend from the neck to the finger tips or may be re- 
stricted to an area in the arm or in the arm and fore- 
arm. The area immediately overlying the bursa is 
usually not painful. Motion is restricted because of 
the pain and muscle spasm. Abduction and inward 
rotation are affected most. An area of maximal ten- 
derness will always be found at the edge of the acro- 
mion process and greater tuberosity. When a calca- 
reous deposit is present its position corresponds to 
the site of greatest tenderness. The pain may last 
from three to five weeks and then cease or the con- 
dition may become chronic with milder symptoms 
lasting for months or years. In chronic cases there 
is some restriction of motion due to habit contrac- 
tures from prolonged disuse of the full range of rota- 
tion during periods of severe pain. 

In all cases of bursitis without calcareous deposits 
the treatment should be conservative. Even in the 
great majority of those with calcareous deposits the 
deposits undergo spontaneous absorption in the 
course of a few weeks under conservative therapy. 
The symptoms usually cease when the absorption is 
complete, but in some cases the pain may recur mild- 
ly for a year or longer after the deposit is gone. 

In recent acute cases operation causes immediate 
cessation of the symptoms. In chronic cases such a 
rapid cure is not to be expected, probably because 
the deposit cannot be as thoroughly removed. 

A. Gort.tes, M.D. 


Panner, H. J.: A Peculiar Affection of the Capitu- 
lum Humeri Resembling Calvé-Perthes Disease 
of the Hip. Acta radiol., 1929, x, 234. 

The author reports three cases of an elbow affec- 
tion the origin of which was immediately related to 
a definite trauma. The patients were boys ten years 
of age or younger. 

The clinical symptoms of the condition are mild, 
consisting only in minor functional disturbances. 
Undoubtedly complete restitution to normal occurs 
eventually but the course of the disease is long— 
three years or more. 

The roentgen picture is typical. Only the capit- 
ulum humeri is affected. At first there are only 
slight rarefactions resembling fissures, together with 
a certain blurring of the structural design. Later, 
the osseous center becomes diminished, its contour 
indistinct, and its nucleus much divided, the picture 
as a whole resembling that of the osseous center of 
the head of the femur in Calvé-Perthes disease. 
Eventually the osseous center gradually resumes 
its normal shape and appearance. 

The affection undoubtedly belongs to the same 
group as Calvé-Perthes disease. Its cause is unknown. 


Dandy, W. E.: A Loose Cartilage from an Inter- 
vertebral Disk Simulating a Tumor of the 
Spinal Cord. Arch. Surg., 1929, xix, 660. 


The author reports two cases in which aa clinical 
diagnosis of carcinoma of a vertebra was made, but 
at exploratory operation the tumor was found to con- 
sist of cartilage and fluid accumulated in the reaction 
to the irritation caused by fragments of an interver- 
tebral disk which had become detached and dis- 
placed backward, bulging into the spinal canal. 

In both cases the cause was trauma. The first 
symptoms were pain radiating down the backs of 
both legs, which was worse on the side of the greater 
bulging of the tumor mass; severe pain in the back; 
rigidity of the lumbar spinal muscles; and marked 
tenderness over the spinous processes and lamine of 
the lumbar vertebra. The roentgenograms were en- 
tirely negative. Later there was rapidly increasing sen- 
sory and motor paralysis with urinary incontinence. 

After removal of the cartilaginous sequestrum the 
symptoms gradually disappeared, but the return of 
motor power did not begin until after seven or eight 
weeks and was very slow. Ultimately, recovery re- 
sulted. A. Gorriies, M.D. 


Ingebrigtsen, R.: Sacralization of the Fifth Lum- 
bar Vertebra (Sacralisation des 5ten. Lumbal- 
wirbels). Acta chirurg. Scand., 1929, lxv, 283. 


Anatomic sacralization of the fifth lumbar verte- 
bra must be differentiated from pathological sacra- 
lization. 
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The author concludes from his studies that Le 
Double’s first and second degrees of sacralization, 
which were found in 75 per cent of the persons ex- 
amined, are normal forms, whereas the fourth, fifth, 
and sixth degrees may cause deviations of the spine, 
contractures, and pain. 

From the roentgenological point of view, patho- 
logical sacralization is characterized by a very great- 
ly enlarged transverse apophysis in contact with 
either the sacrum or the iliac bone. Unilateral sac- 
ralization is frequently the cause of a deviation of 
the spine (scoliosis). 

The clinical picture of sacralization is essentially 
that described by Bertolotti and Rossi except that 
as a rule there is no muscular atrophy and cutaneous 
sensibility remains intact. In all probability, the 
asymmetrical fixation of the spine to the pelvis is 
responsible for the pain and contractures. 

Resection of the asymmetrical and hypertrophied 
transverse apophysis was followed by cessation of 
the pain in cases reported by Adams, Van Neck, 
Kleinschmidt, Nové-Josserand, and Mauclaire. Also 
in the cases of two women with unilateral sacraliza- 
tion in which this operation was performed by the 
author it resulted in a prompt and definite cure of 
the contractures and pain. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Tuffier: Bolting the Joint in Osteo-Arthritis (Essai 
sur l’enchevillement articulaire dans les ostéo- 
arthrites). Presse méd., Par., 1929, xxxvii, 989. 


Tuffier says that he has never performed the 
Robertson-Lavalle operation. His object in bolting 
the ends of the joint with fragments of bone is 
simply direct immobilization of the joint. Under 
general or local anesthesia he perforates the two 
joint ends in the direction most favorable for their 
perfect immobilization and in the best attitude for 
ankylosis and then cuts a fragment from the crest 
of the tibia of the right length to transfix the ends 
of the bones. He drives one, two, or three of the 
fragments into the perforations in the bone, cuts 
them off level with the surface of the bone, and closes 
the skin with two hooks. After the operation, the 
limb is immobilized in a plaster cast for from six to 
eight weeks. 

Tuffier emphasizes that a roentgenogram should 
be taken of the joint in order that perforation of a 
focus of tuberculosis may be avoided, and that care 
should be taken not to bore through a dead space 
such as the intercondyloid space. 

Tuffier has performed ten operations for tuber- 
culosis of the bones and joints in this way—four on 
the sacro-iliac joint, four on the knee, and two on 
the tibiotarsal joint. He had no operative mortality. 
In one of the two cases of operation on the tibio- 
tarsal joint recovery resulted without complica- 
tions, but in the other it was complicated by an in- 
fection from a generalized furunculosis. In three of 
the four cases in which the knee joint was treated 
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resection finally became necessary, but in one the 
first operation resulted in a permanent cure. Of the 
three cases of operation on the sacro-iliac joint, 
good results were obtained in two. In one of these 
the result was so remarkable that Tuffier thought 
he might have made a mistake in the diagnosis. One 
patient operated upon for sacro-iliac tuberculosis 
was not helped by the operation at all. The tuber- 
culosis had not opened externally in any of these 
cases, but two of the patients had cold abscesses. 
The ten cases are reported in detail. 
Auprey G. Morcan, M.D. 


Wheeler, Sir W. I. de C.: The Réle of Operative 
Treatment in Tuberculosis of the Large Joints. 
Trish J. M. Sc., 1929, 6 s., 649. 

In the cases of children with tuberculous joints 
radical operation should be avoided and conservative 
operations are to be considered only when general 
conservative treatment fails or is followed by recur- 
rence. In the cases of adults, operation should be 
preceded and followed by open air treatment. The 
ideal to be attained is either a painless movable joint 
or a firm bony ankylosis. 

The belief that the tubercle bacilli cannot be found 
in the tuberculous pus is erroneous, as their presence 
can be demonstrated by diligent search. They have 
been discovered also in the urine of persons with 
tuberculosis of the bones and joints. ‘Their presence 
in the urine indicates a tuberculous focus in the uri- 
nary tract. This focus heals coincidentally with the 
healing of the bone lesion. 

Following a discussion of the various operations 
on the different joints, the author draws the follow- 
ing conclusions: 

1. In the treatment of the hip and knee which have 
been ankylosed by a tuberculous lesion which has 
healed, arthroplasty has a limited field of usefulness. 

2. In cases of relapsed and prolonged tuberculosis 
of the hip, extra-articular fixation has given satis- 
factory results. 

3. In the cases of adults with well-established dis- 
ease of the knee, excision of the knee is the only suc- 
cessful treatment. 

4. Before amputation of the foot is attempted, 
astragalectomy or removal of the os calcis or both 
should be tried. In the cases of children, astragalec- 
— is indicated when conservative treatment has 

ailed. 

5. In tuberculosis of the elbow, excision gives the 
best results. A. Gorrites, M.D. 


Hodgson, N.: Volkmann’s Ischemic Contracture 
Treated by Transplantation of the Internal 
Epicondyle. Brit. J. Surg., 1929, xvii, 317. 

Following the method described by Bailey in the 
October, 1928, issue of the British Journal of Sur- 
gery, the author transferred the inner epicondyle with 
the attached flexor muscles downward on the ulna 
in a typical case of Volkmann’s contracture which 
had not responded to conservative treatment. The 
immediate result of the operation was not highly 
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successful, but at the end of three weeks there was 

considerable improvement, and at the end of two 

months the improvement was quite marked. 
Rosert V. Funston, M.D. 


Steindler, A.: The Compensation Treatment of 
Scoliosis. J. Bone & Joint Surg., 1929, xi, 820. 


In the compensation treatment of scoliosis, the 
attempt is made to restore symmetry indirectly by 
means of compensatory curves instead of directly 
by correction of the scoliosis. The relaxation of the 
spine necessary to produce the secondary curves 
must be obtained with care in order that it may not 
exceed the ability of the active muscular apparatus 
of the spine to control it. 

The central portion of the primary curve is too 
rigid to be broken by the moderate force applied to 
procure the compensatory curves, but the extrem- 
ities, being more pliable, are drawn into the second- 
ary curves as the latter become developed. Accord- 
ingly, curves of moderate rigidity become shorter as 
their peripheral portions are absorbed in the counter 
curves. 

The development of counter curves requires the 
existence of a fixed point within the primary curve, 
against which the secondary curves above and below 
are established. 

The dynamic problem involved in the compen- 
sation method is the maintenance of alignment by 
active muscle balance. This depends entirely upon 
adequate development of the body musculature. 

The formation of a secondary curve is effected by 
a rather simple program of active and passive exer- 
cises. The musculature is developed by a much more 
protracted and varied system of symmetrical and 
asymmetrical gymnastics supplemented by massage. 

The compensation treatment fails in the most 
severe types of habitual scoliosis, the majority of 
cases of congenital scoliosis, and the more severe 
types of paralytic and rachitic scoliosis, but the au- 
thor concludes from his experience that when the 
cases are properly selected it will restore the normal 
body balance. Antuony F. Sava, M.D. 


Henderson, M. S.: Reconstructive Surgery in 
Paralytic Deformities of the Lower Leg. J. 
Bone & Joint Surg., 1929, xi, 810. 


The foot of man has been gradually developed 
from an arboreal grasping member to a terrestrial 
weight-bearing member. Changes in body structure, 
forced by altered function, have gradually taken 
place; the heel has been lengthened while the tarsal 
bones have increased and the digits and metatarsals 
have decreased in size and significance. The muscles 
are balancers and by their action have led to struc- 
tural changes. They are prime factors in the stability 
of the foot of man. When, through paralysis, they 
lose their tone and power, there may be disastrous 
sequele in the foot and restabilization must be 
undertaken. 

Restoration of nerve supply to the muscles by 
neurotization has not been successful. In selected 


cases, considerable restoration of function may be 
accomplished by tendon transference in which the 
insertion of a functioning muscle is transferred to 
another insertion. Support by paralyzed tendons, 
tenodesis, has a limited application. Artificial silk 
and linen ligaments are usually unsatisfactory in the 
foot. The most widely applicable and valuable pro- 
cedures are those which effect stabilization by means 
of the bony structure of the foot, such as the various 
and varied forms of arthrodesis, the astragalectomy 
of Whitman, and the bone-check operations of 
Campbell and Putti. The combination of tendon 
— and arthrodesis enhances the value of 
th. 


FRACTURES AND DISLOCATIONS 


Scudder, C. L.: The Treatment of Recent Frac- 
tures of the Long Bones by Operation. Ann. 
Surg., 1929, XC, 589. 

Darrach, W.: Disasters Following Operative Treat- 
ment of Fractures. Ann. Surg., 1929, XC, 595. 


ScupDER emphasizes that the operative treat- 
ment of recent fractures requires the finest technique 
in surgery and a suitable equipment of instruments 
and apparatus. The surgeon must have more than 
the minimal legal requirement of skill. Successful 
results are dependent also upon the prevention of 
infection, skillful administration of the anesthetic, 
the choice of the proper procedure for the given 
case, adequate pre-operative and _ postoperative 
care, and early mobilization of contiguous joints. 

In some cases open operation may mean only 
incision and replacement of the fragments in 
accurate apposition. In others, it will be necessary 
to fix the fragments with absorbable sutures or 
splint the fractured bone with a metal plate. A 
plate does not interfere with callus formation to 
any practical extent; neither does the operative in- 
cision hinder repair if it is properly placed. 

In properly selected cases of recent fracture, open 
operation should not be delayed as a last resort. 
It is indicated as the primary procedure in many 
fractures into joints with displacement of frag- 
ments, fractures of the great tuberosity of the 
humerus, fractures of the surgical neck of the 
humerus with dislocation of the head of the bone, 
displacement of the condyles of the humerus not 
held by acute flexion, fractures of the olecranon, 
certain fractures of the elbow in adults, certain 
metacarpal, carpal, and metatarsal fractures, cer- 
tain fractures of the head and neck of the radius, 
fractures of the radius with deflection of the frag- 
ments toward the ulnar side, irreducible fractures 
of the shaft of the femur, displacement of a femoral 
condyle, fractures of the patella, certain spiral frac- 
tures of the bones of the leg, and certain fractures of 
the os calcis. 

In conclusion, Scudder reminds us that in open 
reduction, as in all other methods of treating frac- 
tures, the chief goal is function. Accurate ana- 
tomical apposition is not essential to good function, 
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but poor alignment is not to be tolerated. Of great 
importance in the restoration of function are mas- 
sage and early mobilization. 

Darracu says that when the surgeon decides 
upon open operation in a given case of fracture he 
should bear in mind the potential disasters that 
may follow such treatment in order that he may 
decrease the danger of their occurrence. Such 
disasters are most frequent in the cases of surgeons 
who do not appreciate either the need for careful 
attention to detail or the importance of reporting 
unfortunate results. 

The most common complication is infection, the 
results of which vary from slight interference with 
primary union to sepsis necessitating amputation or 
causing death. Chiefly because of its poor blood 
supply, bone is of all tissues the least resistant to 
infection. 

Hemorrhage caused by the operation or the 
trauma may prove fatal. 

Disturbance of the blood supply by the dissection 
or by too much stripping of the periosteum may 
result in delayed union or non-union. 

Faulty material employed for internal fixation 
may break or otherwise fail, necessitating a second 
operation. Plates and screws should always be 
tested before being used. 

Poor technique, a faulty approach, the lack of 
proper tools, rough handling of the tissues, and 
careless immobilization are other factors which 
may result in failure. 

In conclusion, the author says that an-error in 
judgment may lead to an unnecessary open opera- 
tion when a more careful study of the roentgenogram 
would show the feasibility of closed reduction. 

Witiam A. Crark, M.D. 


Bancroft, F. W.: The Process of Union After Frac- 
ture. Ann. Surg., 1929, xc, 546. 

Ashhurst, A. P. C.: Is Accurate Reduction of a 
Fracture Necessary? Ann. Surg., 1929, xc, 556. 

Speed, K.: Non-Union After Fracture. An. Surg., 
1920, XC, 574. 

Estes, W. L., Jr.: The Immediate Treatment of 
Open Fractures. Ann. Surg., 1929, xc, 583. 


Bancrorr has found in his experimental work 
that callus formation is sufficient at ten days to 
prevent the replacement of over-riding fragments 
even though the bone may still be movable at the 
fracture site. In this stage the callus is gelatinous. 
In comminuted fractures the small free fragments 
show no cell nuclei on microscopic examination 
after two weeks, but after four or five weeks haver- 
sian canals containing red blood cells and bone cells 
with nuclei have been found. After from eight to 
twelve months it is impossible to identify separated 
fragments microscopically. In Bancroft’s opinion, 
these findings seem to justify the conclusion that 
systemic metabolism has little to do with the repair 
of fractures. 

The source of calcium salts for the callus is 
probably in the fragments at the fracture site 
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rather than in the blood stream. If comminuted 
fragments from the fractured bone of a dog are 
taken out, boiled, and replaced, union will occur in 
a normal manner, but if the fragments are decal- 
cified before they are replaced, only fibrous union 
will be obtained. 

The most important factors in the treatment of 
fractures are accurate apposition of the fragments 
and an adequate blood supply to insure the growth 
of granulation tissue which is the precursor of callus. 
Muscle tissue reacts to pressure in the same manner 
as fluids, and in the swelling which follows fracture 
this pressure may be sufficient to occlude some of 
the blood vessels. 

ASHHUuRST states that in cases of shaft fractures 
of the long bones in children, very accurate reduc- 
tion is not essential as very marked deformities 
have been known to straighten out with growth. 
However, if the fracture is near a joint, more accu- 
rate reduction is indicated even in children. In the 
cases of adults, who are not able to remodel their 
bones by growth, fairly good apposition and align- 
ment must be obtained. However, very little dis- 
ability will result from lack of apposition in the 
shaft of a long bone provided bony union results in 
a good axis line without rotation and with no more 
than 1 cm. of shortening. Especially in fractures 
between the knee and ankle there must be no rota- 
tion deformity, because neither of these joints is 
capable of rotation to compensate for the difficulty. 
If oblique fragments are transposed (e.g., the an- 
terior cortex against the posterior cortex and over- 
riding), they should be reduced. More careful atten- 
tion must be given to the reduction of fragments 
near joints, except perhaps at the shoulders, where 
scapular motion will compensate for limited 
shoulder-joint motion. Fractures of the lower end 
of the radius are often followed by perfect function 
even when there is gross anatomical deformity. 
The aim of treatment in any fracture is restoration 
of perfect function, and this is dependent only in 
part upon the form of the bone. 

SPEED reports that in a study of the calcium- 
phosphorus content of the blood in over 200 cases of 
fracture he found it was practically the same in cases 
of non-union as in those with normal union. ‘The 
phosphorus content rises quickly after a fracture, 
but it does so also after any operative procedure. 

Speed bases his conclusions regarding non-union 
on seventy-four cases. He states that the cause of 
non-union is probably always local. Internal 
splinting should not be used in operations for non- 
union if it is possible to maintain contact of the 
freshened bone without them. When internal 
splinting is necessary, it is best done with the pa- 
tient’s own bone. Osteoperiosteal grafts and bone 
hash furnish good stimulation to callus formation. 
Sometimes simply drilling through the fragments 
results in enough hemorrhage to start new bone 
growth. Careful and prolonged external splinting is 
essential. The percentage of cures after operations 
well planned and executed is constantly increasing. 


250 INTERNATIONAL ABSTRACT OF SURGERY 


Estes states that in cases of open fractures im- 
mediate surgical care is imperative. First aid should 
consist in splinting without replacement of pro- 
truding bone. On the patient’s arrival at the hos- 
pital he should be treated first for his general condi- 
tion and given tetanus antitoxin. In the operating 
room the skin should be cleansed without much 
disturbance of the wound, and the open wound then 
freely sponged with hychlorite or Dakin’s solution. 
After surgical removal of all débris, including crushed 
muscle fragments and completely detached small 
bone fragments, the fracture should be reduced as 
accurately as possible. The wound may then be 
sutured tight or left wide open or drained at one 
end, according to the judgment of the surgeon. 
Many surgeons favor complete closure followed by 
very few dressings. 

If completely closed, the fracture may be treated 
as a simple one and a cast applied. When there is 
an open wound requiring dressings, skeletal traction 
is more suitable. The advisability of plating of 
fresh compound fractures is debatable. The value 
of a plate in certain cases cannot be ignored. Al- 
though statistics of a series of cases in which plates 
were used showed that convalescence was more pro- 
longed and union was more frequently delayed than 
in cases treated without plates, it is probable that 
the plating was done in the more serious cases and 
the results may well be attributed to the original 
severity of the fracture rather than to the applica- 
tion of the plate. Plates are used by many expe- 
rienced surgeons, including Shoudy, Eliason, Fagge, 
and Sherman. A. Crark, M.D. 


Putti, V.: The Farly Diagnosis and Treatment of 
Congenital Dislocation of the Hip (Ancora per 
la diagnosi e per la cura precoce della lussazione 
congenita dell’anca). Chir. d. organi di movimento, 
1929, Vii, 529. 

The author reviews twenty-four cases of congeni- 
tal dislocation of the hip which were treated by means 
of a special pad. The oldest patient was a year old and 
the youngest three months of age. The average dura- 
tion of the treatment was between six and eight 
months. The method failed in only two cases. One 
of these was a case of bilateral dislocation with very 
marked displacement in a patient with congenital 
rigidity of several joints and bilateral club-foot. The 
pressure was not sufficient to overcome the adductor 
rigidity of the hips and the application of a plaster 
cast was necessary. In the other case the failure was 
due less to the severity of the condition than to the 
failure of the mother to apply the treatment sys- 
tematically. 

The clinical symptoms which most frequently sug- 
gest the deformity are external rotation of one or 
both limbs, which is almost always associated with 
abductor limitation; shortening, the sign most fre- 
quently noted by the mother; and asymmetry of the 
skin folds, which is generally noticed by the physi- 
cian. The final diagnosis must be confirmed by 
roentgen examination. 


The article contains numerous roentgenograms 
showing different types and stages of luxation, pre- 
luxation, and subluxation. There are three impor- 
tant roentgen signs of preluxation. The first is 
separation between the head of the femur and the 
base of the acetabulum, which may or may not be 
accompanied by upward migration of the end of the 
femur. The second is hypoplasia of the center of os- 
sification of the epiphysis of the femur and delay in 
its appearance, which is of course not manifest be- 
fore the fourth month of life. The third is abnormal 
obliquity of the rim of the acetabulum, which is by 
far the most important sign. 

The author reports a case in which the diagnosis 
was made from abnormal obliquity of the rim of the 
acetabulum in the first twenty-four hours of life. He 
emphasizes, however, that even normally there is 
considerable variation in the degree of inclination of 
the rim and that the obliquity must be quite pro- 
nounced to justify the diagnosis of preluxation. The 
sign is particularly conclusive if there is a difference 
in the degree of inclination on the two sides. Putti 
suggests that it might be advisable to make a roent- 
genogram of the hips of every newborn child in order 
that preluxation may be determined sufficiently 
early for treatment to prevent later deformity. 

Aubrey G. Morcan, M.D. 


Putti, V.: Early Treatment of Congenital Disloca- 
tion of the Hip. J. Bone & Joint Surg., 1929, xi, 
798. 


Putti contends that there is no reason, either 
theoretical or practical, why treatment for con- 
genital dislocation of the hip should not be begun 
before the second year of age. While the diagnosis 
is not easy before the child begins to walk, the dis- 
location would be discovered earlier if the hips were 
examined roentgenologically in cases in which the 
child’s mother has noticed that one limb differs 
slightly in shape or attitude from the other, that 
one limb appears shorter than the other, that one 
foot turns outward, or that one limb is held in a 
certain degree of flexion and the child cries if she 
attempts to correct the flexion. 

The objection that the condition of the joint is 
not suitable for stabilization before the second year 
of age is not valid as it is now possible to obtain a 
cure without resorting to a manipulation of reduction. 

The technical difficulties of treatment before the 
second year are easily overcome since, as reduction 
is not necessary, there is no need for rigorous im- 
mobilization or the use of plaster of Paris. To keep 
the legs widely separated, Putti uses a very simple 
apparatus which can be applied and easily kept in 
place even in the cases of children who are not clean 
in their habits. 

In the first few months of life the separation is so 
slight that abduction of the limb at from 45 to 50 
degrees is sufficient to bring the head opposite the 
acetabulum. Maintenance of this position for only 
a few months will suffice to obtain a permanent 
reduction. 
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This treatment is suitable only for children about 
twelve months of age or younger. The apparatus is 
easily applied and can be adjusted to any degree of 
abduction. Two splints hinged at one end are 
strapped to the medial surfaces of the limbs. The 
desired degree of abduction is obtained by moving 
the distal ends of the accessory arms attached to 
the main splints toward or away from the angle of 
the inverted V formed by the splint. The treatment 
is continued for from eight to twelve months. In 
the author’s opinion it is the ideal procedure as the 
risks of anesthesia are avoided, there is no trauma 
to cause osteochondritis, and there is no rigid im- 
mobilization with plaster of Paris to cause atrophy 
of the muscles and rigidity of the joint. 

Antuony F. Sava, M.D. 


Levander, G.: The Treatment of Fractures of the 
Shaft of the Femur (Behandlung von Bruechen 
des Oberschenkelschaftes), Acta chirurg. Scand., 
1929, Ixv, Supp. xii. 

This report is based on 275 cases of fractures of 
the shaft of the femur. The material includes the 
cases of 153 patients treated at the Maria Hospital 
during the period from 1911 to 1926 (132 of whom 
were followed up and studied roentgenologically) 
and 122 insurance cases. ‘I'wo types of treatment 
were represented—operative treatment and con- 
tinuous extension. 

In both groups of cases the incidence of dis- 
ability was fairly high after operative treatment. 
Of the extension methods, direct extension proved 
to be decidedly preferable to indirect extension. 
Indirect extension is followed by a high incidence of 
disability and, at least in adults, is apparently un- 
able to correct shortening. The average shortening 
is about 3 cm. Occasionally, indirect extension 
must be abandoned because of irritation of the skin, 
which then renders the use of a different method 
difficult or impossible. 

The operative method is associated with the 
danger of infection which may not only prevent a 
good result but threaten life. Even in the absence 
of infection, the various methods of fixation do not 
always meet the requirements. The healing of the 
bone may be delayed, the materials employed for 
osteosynthesis must sometimes be removed, and in 
the later stages complications such as deformities, 
spontaneous fractures, and pseudarthroses may 
occur. In the cases reviewed, the method of fixation 
which gave the best results was direct fastening 
with screws. 

The results achieved with direct extension are 
decidedly better than those of other methods. 
Direct extension meets all theoretical demands. It 
maintains the fragments in good apposition and 
allows the early institution of functional therapy. 
It may be considered as practically harmless and as 
applicable to all cases. It is therefore proposed as 
the normal method. 

In the technique used in the Maria Hospital, 
which has given extraordinarily good results, ex- 
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tension is obtained by means of a clamp applied to 
the condyles of the femur. The thigh is suspended 
vertically and the leg placed horizontally in a 
hammock-like suspension apparatus which is fas- 
tened to an apparatus attached over the bed. Dis- 
located fragments are brought into apposition by 
lateral attachments to the thigh. When it is im- 
possible to obtain a satisfactory position by this 
method because of the interposition of soft parts or 
the shape of the fractured surfaces, an open opera- 
tion is done while the extension is maintained. 

The extension treatment is continued for six or 
seven weeks. At the end of that time—always in 
the cases of adults and sometimes in the cases of 
younger persons—the leg is placed in a plaster cast. 
At an early stage of the extension treatment, mo- 
tion and massage therapy are begun. If the direct 
extension for any reason (usually infection) must be 
interrupted, the leg is encased in plaster with main- 
tenance of the same position as under the extension 
therapy. 

When it is impossible to obtain a satisfactory 
position of the fragments and the extension must 
be abandoned, and when the fracture does not heal 
although the position is satisfactory, an operative 
method is used. Oblique and spiral fractures are 
fixed with screws, and transverse fractures with 
autoplastic bone transplants according to the 
method of Albee. 

Fractures in children up to six or seven years of 
age are treated by indirect extension and vertical 
suspension of the entire extremity. In the cases of 
older children, the technique described is employed. 
In the cases of children up to fifteen years of age 
the attempt is made to obtain a cure with shorten- 
ing of from 1 to 1.5 cm. 

Open fractures are treated by complete excision 
of the wound followed by irrigation with an anti- 
septic solution and complete suture. 

In the cases of children up to fifteen years of age 
a fracture is followed in practically every instance 
by increased longitudinal growth of the bone. The 
average minimal growth is 1.1 cm. Experimental 
investigations carried out by the author have shown 
that increased longitudinal growth may occur also - 
in the non-fractured large tubular bones of the 
same extremity. The cause of the more rapid growth 
of the fractured bone is the increase in the blood 
supply which follows the fracture. 


Cotton, F. J., and Berg, R.: Ankle Fractures. A 
New Classification and a New Class. NV. England 
J. Med., 1929, cci, 753. 


The authors prefer to consider major ankle in- 
juries, not as fractures, but as dislocations com- 
plicated by fractures. They present the following 
classification of such fractures based primarily on 
the treatment: (1) outward dislocation, or Potts’ 
fracture; (2) inward dislocation, or reversed Potts’ 
fracture; (3) backward dislocation, or Cotton’s 
fracture; and (4) upward luxations; -previously 
neglected cases. 
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In Group 1, the treatment is correction by in- 
ward pressure and inversion; in Group 2, outward 
pressure and slight valgus; and in Group 3, forward 
replacement with locking in dorsal flexion. Over- 
correction is impossible. 

In each of these groups a plaster cast should be 
applied until union is solid—about six weeks in 
Groups 1 and 2 and from seven to ten weeks in 
Group 3. ‘Thereafter, an outer upright, an inner 
T-strap, and an elevated Thomas heel should be 
applied in Group 1, a double upright in Group 2, 
and a double upright with a cross strap in front 
above the ankle in Group 3. Exercises should be 
begun early to prevent muscle atrophy. 

Fractures of Group 4 are complete fractures of 
the lower end of the tibia with the fibula generally 
remaining intact. They are of a comminuted, semi- 
impacted type and are occasionally complicated by 
fracture of the os calcis or astragalus with shattering 
of the lower end of the fibula and shortening of the 
shaft of from 4 to 4 in. Asa rule, the joint capsule 


is torn and the foot is in varus. Crepitation is 
generally absent. 

The treatment consists in correcting the upward 
dislocation and reshaping the comminuted tibia to 
form a good weight-bearing surface. After the foot 
has been brought down it should be held by traction 
with a Sinclair skate, a traction boot, or tongs in- 
serted into the os calcis. 

In some cases it may be difficult to get enough 
tibial surface together for a walking surface. In 
others, the presence of outlying fragments may 
block motion. The most common cause of difficulty 
is an over-long fibula. When the external malleolus 
impinges on the outer side of the os calcis it causes 
crippling pain. This condition can be corrected by 
resection of a portion of the external malleolus. The 
use of a cast is usually a very unsatisfactory method 
of dealing with this type of fracture. 

_ Open operation for fixation should be done only 
after careful consideration. 
Rosert V. Funston, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Ipsen, J.: Studies of Pathological Arteries (Re- 
cherches sur les artéres 4 )’état pathologique). Acta 
chirurg. Scand., 1929, 341. 


In two cases of embolism of the femoral artery 
the author was able to determine the site of the 
embolus exactly by the aid of oscillometry. He 
states that in cases of arteriosclerotic gangrene of 
the foot the skin of the affected foot and leg is 
cooler than that of the normal foot and leg. This 
shows that, as will be demonstrated by oscillom- 
etry, the obstruction causing the gangrene is 
located in the region of the popliteal artery. 

In the cases of patients whose arteries had been 
tied several years previously, measurements of the 
superficial temperature of the legs were found to be 
equal, whereas the oscillometer gave scarcely any 
reading for the affected leg. After the patient had 
walked, the temperature fell much more on the 
affected side than on the normal side. 

The author discusses local arteriospasm. This is 
common in the feet, where the superficial tempera- 
ture may be several degrees lower than in other 
parts of the body. In acrocyanosis, arteriosclerosis 
plays a very important part. Local arteriospasms 
can be explained also by the presence of cicatricial 
tissue. In a case of this kind the author obtained a 
good effect by excising the radial artery which was 
lodged in cicatricial tissue. Another cause of local 
arteriospasms is a direct effect upon ganglia. Dur- 
ing kidney operations, Ipsen regularly finds the 
foot on the same side to be cold in spite of ans- 
thesia. 

In the cases of a number of war invalids it was 
demonstrated that the amputation stumps were 
often much colder than the corresponding parts on 
the sound side. In all amputation stumps the 
oscillometric deflection was markedly reduced. In 
lesions of the hands and fingers the temperature of 
the two hands was fairly equal during the summer, 
but during the winter it showed very pronounced 
differences. Oscillometric examinations demon- 
strated that the large arteries were contracted also 
during the summer. 

The treatment of arteriospasm is difficult, whether 
the condition is general or local. Treatment with 
thyroidin has been tried in some cases, but its 
effects were transitory. An important form of local 
treatment is Leriche’s arterial sympathectomy. 
The author has obtained uncertain results with this 
operation in arteriospasm, but good results in a 
number of cases of tuberculosis of the foot. In 
tuberculosis in other parts of the body the effect was 
less marked, a fact explained by the tendency of the 
arteries of the foot toward spasticity. 


The local arteriospasm occurring in cases of 
reduction of the superficial temperature generally 
disappears during anesthesia and for several days 
afterward. This perhaps explains why a periarterial 
sympathectomy carried out on one limb in a case of 
Raynaud’s disease inhibits any arteriospasm that 
may have been present in the other limbs. 

In conclusion, the author states that in the foot 
of a limb affected with deep phlebitis he has noted 
a rise of temperature similar to that following peri- 
arterial sympathectomy. This sign is very constant 
and of great interest from the point of view of differ- 
ential diagnosis. It is not present in superficial 
phlebitis nor in cases of pelvic phlebitis. 


Charbonnel and Masse: Arteriography of the 
Limbs with Sodium Iodide, Especially in Ar- 
teritis (Artériographie des membres avec l’iodure 
de sodium, spécialement dans les atérites). Bull. et 
mém. Soc. nat. de chir., 1929, lv, 735. 


The authors report three cases of limited gangrene 
of the toes in which arteriography of the lower limb 
was used. 

The first case was that of a woman sixty-eight 
years of age who had albuminuria and diabetes and 
for three years had suffered from arteritis and 
trophic disturbances of the legs. At the time of exam- 
ination there was a slightly infected gangrene of the 
two toes of the right foot. Pulsation of the posterior 
tibial or dorsalis pedis arteries was not perceptible. 
All tests indicated a fair circulation as far as the 
upper third of the leg. Only arteriography indicated 
a circulation as far as the heel. A Syme operation 
was performed, but as the edges of the flaps became 
gangrenous after four or five days and the general 
condition remained poor in spite of treatment with 
insulin, sodium citrate, and diathermy, the thigh 
was amputated at the end of the eight days. The pa- 
tient died two days later. 

Lipiodol injected into the amputated limb stopped 
suddenly and completely at the middle third of the 
leg. The arteriograph had been erroneously inter- 
preted. The iodide, a very diffusible substance, 
penetrated very far, but the network of vessels it 
entered was not sufficient to insure nutrition of the 
tissues, especially in the amputation flaps. Lipiodol, 
which is less diffusible than the iodide, did not pass 
the middle third of the amputated limb although it 
was injected with force. The leg should have been 
amputated in the upper third. 

In the second case, that of a man sixty-five years of 
age who was free from syphilis, albuminuria, and 
diabetes, examination showed a localized infected 
gangrene of the right great toe anda small, dry, black 
plaque on the left little toe. All tests, including 
arteriography, indicated that the lesions were in the 
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peripheral arterioles. At the end of a month the 
gangrene was improved and remained localized. 

The third case was that of a man aged sixty-nine 
years who had lacunar arteriosclerosis, albuminuria, 
slight diabetes, and dry gangrene of the toes of the 
right foot. Pulsation of the posterior tibial and 
dorsalis pedis arteries was imperceptible. In spite of 
negative oscillometry at the ankle, arteriography 
showed the arteries to be permeable as far as the 
instep, though not as permeable as in the second 
case. They were quite thin, and the collateral circu- 
lation was reduced. At the end of a month and a 
half of medical treatment the gangrene had slowly 
extended to the instep. A very clear groove of elim- 
ination had formed. If infection does not set in, 
amputation at the upper third of the leg will be 
considered. 

Duval, who presented the report of Charbonnel 
and Masse to the Society, reviewed several cases 
from the literature. He stated that, on the basis of 
four cases, Brooks concluded that arteriography 
gives information of aid in the determination of the 
site of the arterial obstruction. No evidence of an 
arterial lesion due to the injection was observed. 
Singleton concluded from his experience in six cases 
that arteriography is dangerous in gangrene, but in 
thrombo-angiitis obliterans, in which the capillaries 
are more often normal and the collateral circulation 
is better, the method should not be harmful. Among 
the ten cases reviewed, there were four more or less 
serious accidents. Singleton attributes the accidents 
which he has observed to irritation of the vessels by 
the iodide solution retained within them. Charbonnel 
and Masse are of the same opinion. In their tech- 
nique they have abandoned vascular compression 
and make their injection into the uninterrupted cir- 
culation. As they have had no accident since the 
adoption of this method, it appears that the solution 
itself is not harmful. 

Duval reported one case in which he used arteriog- 
raphy, that of a man who had his feet frozen in 1916 
and developed ulcerations of the left foot in 1917. 
In 1926, a Chopart operation was performed. In 
1927 the patient presented himself with an ulceration 
of the Chopart stump and severe circulatory dis- 
turbances of the right foot with ulceration of the 
right great toe. Arteriography was used in the hope 
that a lower amputation could be done on the right 
leg. As the second cubic centimeter of sodium io- 
dide solution penetrated the artery the patient cried 
out with pain, cramping occurred in the leg, and 
the leg became as white as marble. The next day 
the vessels were dilated. After two and a half hours 
the injection was followed by signs of severe intoxi- 
cation, coughing attacks, sneezing, a flow of tears, 
and a taste of iodine in the mouth. These symptoms 
lasted three hours. 

In four of six cases (two cases reported by Brooks 
and two by Charbonnel) the findings of arteriog- 
raphy coincided with the clinical evolution of the 
lesion; in one case (Brooks) they were similar to the 
findings at autopsy on the leg; and in one case 


(Charbonnel) they showed complete disagreement 
with other findings. In one of the three cases report- 
ed by Charbonnel and Masse there was absolute 
agreement between the findings of all methods of 
examination and the clinical evolution of the gan- 
grene; in one, the findings of arteriography were in 
accord with the evolution of the gangrene but in 
disagreement with the findings of the clinical tests; 
and in one, the findings of arteriography were 
erroneous and those of the clinical tests were correct 
according to the clinical results. Therefore arteriog- 
raphy does not seem to have given either conclusive 
results or information superior to that yielded by 
other methods of examination. Pace. 


Testa, M.: Vascular Glomeruli or Arteriovenous 
Anastomoses and Tumors Arising from Them 
(I glomeruli vascolari o anastomosi artero-venose e i 
loro tumori). Ann. ital. di chir., 1929, viii, 963. 


In 1924, Masson described three small benign 
tumors beneath the nails which were of a bluish color 
similar to that of a recent hematoma, caused a 
characteristic spontaneous or provoked pain irra- 
diating to the same side of the trunk and face, and 
in some cases were associated with sympathetic, 
trophic, and circulatory disturbances. He called 
them “digital glomeruli,’ assuming that they devel- 
oped from the arteriovenous anastomoses of the 
finger tips. 

Testa gives a clinical and histological description 
of two small tumors of the hand with the same 
symptoms as those described by Masson. The first, 
which was found in a patient forty-five years of age, 
had appeared about five years previously on the 
palmar surface of the first phalanx of the middle 
finger of the left hand. ‘The second, which was pre- 
sented by a patient of thirty-two years had de- 
veloped about eight years previously on the dor- 
sum of the ulnar side of the right wrist. Histo- 
logical examination showed that the first was a 
perithelioma although it had developed at a site 
where there are generally anastomotic vascular 
glomeruli, but the second had almost all of the 
morphological characteristics of the tumors de- 
scribed by Masson. On the basis of histological 
facts which he cites, the author comes to the con- 
clusion that Masson’s tumors also were probably 
simple hypertrophied angiomyomata. 

Aubrey G. Morcan, M.D. 


Gilcreest, E. L.: Traumatic Subclavian Arterio- 
venous Aneurism: Final Report. Arch. Surg., 
1929, XiX, 375. 

Gilcreest reports a case of traumatic subclavian 
arteriovenous aneurism on the right side of eight 
years’ duration. The clinical features were: (1) an 
enormous swelling of the right side of the chest and 
of the right shoulder, arm, and hand, with tre- 
mendous venous dilatation; (2) cardiac enlargement 
due to increased volume flow of blood through 
the heart due to the fistula; (3) Branham’s brady- 
cardial reaction and associated variations in the 
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blood pressure due to an increase in the blood 
volume caused by the fistula; (4) a characteristic 
thrill and bruit transmitted centrifugally; (5) an 
increase in the oxygen content in the veins distal to 
the fistula; and (6) dilatation of the proximal artery, 


diminution of the distal artery, and dilatation and 


thickening of the distal vein. 

At the first operation, the inner portion of the 
clavicle was resected and the external and internal 
jugular, subclavian, and innominate veins and the 
first portion of the subclavian artery were ligated 
proximal to the aneurismal varix. After this proce- 
dure the patient showed marked improvement for 
eight months, but at the end of that time the symp- 
toms began to recur.’ At a second operation, per- 
formed ten months after the first, the fistula was 
identified, the subclavian artery was ligated just 
proximal to it, and the axillary and long thoracic 
arteries and veins were ligated distal to it. ‘The 
patient recovered and has remained well for two 
years. 

In cases of arteriovenous aneurism, it is impera- 
tive to ligate the accompanying vein simultane- 
ously with the artery; in cases of simple aneurism it 
is advisable to do so. As spontaneous closure may 
occur, and as infection is more likely to occur when 
intervention is attempted early, few or no traumatic 
arteriovenous aneurisms should be operated upon be- 
fore from three to six months after the injury unless 
cardiovascular effects are conspicuous and progres- 
sive. Careful hemostasis and adequate ligation are 
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essential. Silk rather than catgut should be used. 
FRANK B. Berry, M.D. 


Barron, M. E., and Linenthal, H.: Thrombo-An- 
giitis Obliterans: General Distribution of the 
Disease. Arch. Surg., 1929, xix, 735. 

The authors report a study of thirty-four cases 
of thrombo-angiitis obliterans from which they con- 
clude that the disease is of general distribution 
rather than, as is commonly believed, a condition 
involving the blood vessels of the extremities ex- 
clusively. The signs and symptoms are charac- 
teristic of the vessel involved. The authors report 
in detail a number of cases with symptoms of in- 
volvement of the blood vessels of the extremities, 
heart, brain, and abdomen at different periods, in 
which autopsy showed the involvement to be due to 
thrombo-angiitis obliterans. 

In their pathological studies of the disease they 
frequently found organized thrombi in different 
parts of a vessel. In one of their cases an organ- 
ized thrombus was discovered in the posterior tibial 
artery and a subacute lesion in the lower end of the 
vessel. From these observations and from the fact 
that the disease not infrequently exists for many 
years with absence of pulsation in the dorsalis pedis 
and posterior tibial arteries but with no signs of 
impairment of the circulation such as gangrene, 
they conclude that the disease attacks the larger 
vessels first, obliterating the arterioles and capil- 
laries in the later stages. | SAmurL Pertow, M.D. 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Davis, J. S.: The Removal of Wide Scars and Large 
Disfigurements of the Skin by Gradual Partial 
Excision with Closure. Ann. Surg., 1929, xc, 645. 


Gradual excision is especially suited to X-ray 
burns, hamangiomata, keloids, tattoo marks, and 
scars resulting from injury. It should not be at- 
tempted for malignant growths. Davis performs the 
operation under local or general anesthesia. In the 
first stage, an elliptical piece of tissue is removed and 
the edges of the defect are approximated within the 
growth itself. After healing has taken place, another 
elliptical segment is removed, the edges of the defect 
being sutured as previously. By this procedure a very 
wide scar can be converted into a linear scar. As 
the surrounding skin has time to become stretched 
between operations, it is possible to remove a large 
disfigurement which could not be removed at one 
operation. Undermining of the edges about the ex- 
cision is contra-indicated as it produces more scar 
tissue. 

The author includes in his article several photo- 
graphs of patients which show remarkable results. 

J. Pickett, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Veraart, B. A. G., and Drenth, J. B.: Bacterial 
Infection of Fresh Traumatic Wounds Before 
and After Disinfection with 5 Per Cent Tinc- 
ture of Iodine, and an Explanation of Wound 
Infection and Aseptic Healing (Ueber die bak- 
terielle Infektion frischer Unfallswunden vor und 
nach der Disinfektion mit 5 proz. Jodtinktur in Ver- 
bindung mit der Erklaerung von Wundinfektion und 
aseptischem Wundverlauf). Nederl. Tijdschr. v, Gen- 
cesk., 1929, i, 2033. 

The authors made a systematic study of 322 trau- 
matic wounds to determine the effect of 5 per cent 
tincture of iodine on the course of healing and 
particularly on infectious inflammation. Before the 
wound was treated and after it had been cleansed 
and treated for two minutes by the application of 
5 per cent tincture of iodine a platinum loopful of 
material was taken from its surface and transferred 
to sterile physiological salt solution. The treatment 
of the wound after the use of iodine consisted in su- 
ture and the application of moist antiseptic dress- 
ings. No Priessnitz dressing was used. Equal quan- 
tities of the material removed from the wound were 
plated on agar of different nutrient qualities and 
both aérobic and anaérobic cultures were made. 
The cultures were examined microscopically after 
three days. 


The length of time between the accident causing 
the wound and the bacteriological study varied 
up to ten hours. One hundred and five of the wounds 
had been treated with tincture of iodine elsewhere 
before the bacteriological study was made. ‘The 
results of the investigation are tabulated according 
to the number of colonies, the type of the wound, 
the time interval between the accident and the 
institution of treatment, the nature of the accident 
causing the injury, and the variety of bacteria 
found. 

The authors conclude from their findings that 
many fresh traumatic wounds are infected, some 
of them with a large number of pathogenic bacteria. 
Without treatment or with incorrect treatment, 
the majority will become inflamed. In cases of 
traumatic wounds coming under treatment late 
and showing the first signs of an inflammatory re- 
action numerous pathogenic bacteria can always 
be found. Energetic cleansing and chemical anti- 
sepsis with 5 per cent tincture of iodine practically 
always is followed by aseptic healing. This treat- 
ment results in a complete or almost complete 
aseptic condition of the tissues. In many cases an 
immediate bactericidal effect is noted. There is 
no direct relation between the time that has elapsed 
since the injury and the number of pathogenic 
bacteria found. 

In the cases reviewed, the smallest staphylococci 
were the ones causing the most severe inflamma- 
tion. The nature of the injury and the type of 
tissue involved had no relation to the number or 
type of the bacteria present. ‘Tincture of iodine 
never caused macroscopically evident tissue necrosis 
or endangered the primary suture. Thrombosis 
and embolism were not observed in the 322 cases 
reviewed nor in 25,000 other wounds treated simi- 
larly. It therefore appears that 5 per cent tincture 
of iodine is a reliable and safe antiseptic for the treat- 
ment of traumatic wounds. C. E. JANcKE (Z). 


Wilson, W. C.: The Tannic Acid Treatment of 
Burns. Special Report Series 141, Med. Research 
Council, Lond., 1929. 

This report was made at the request of the Medi- 
cal Research Council of London ‘in view of the im- 
portant practical and theoretical considerations in- 
volved.” The preface says, ““The conclusion must 
be that the tannic acid method for the treatment of 
burns is one of the most important recent advances 
that have been made in modern therapeutics.” 

The author discusses in some detail the clinical 
course, the pathology, and the principles of the 
treatment of burns. He then reports 117 cases of 
burn treated by the tannic acid method in the Royal 
Edinburgh Hospital for Sick Children and the 
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Royal Infirmary at Edinburgh. The general outline 
of his treatment follows that recommended by 
Davidson. The patient is put to bed at once and 
the usual measures for shock are instituted. The 
burned area is cleaned immediately, under nitrous 
oxide anesthesia if necessary. A fresh 214 per cent 
solution of tannic acid is then sprayed over it every 
hour until the brown coagulum appears. No dress- 
ings are applied, the area being exposed to the air 
under a cage. In facial burns, great care is taken to 
protect the eyes, the external auditory canal, and 
the nostrils from the tannic acid. Tannic acid on the 
cornea is especially to be avoided. The coagulum is 
allowed to remain until it peels readily (from eight 
to fourteen days). If infection occurs, drainage is 
secured by removing the crust. Under no con- 
sideration are hot wet dressings used, as moisture 
seems to release the toxin. 

Of the 117 burns, 95 were due to scalding and 22 
to fire. All but 12 of the patients were under ten 
years of age. Eighteen were under one year. ‘There 
were 13 deaths, a mortality of 11.11 per cent. 
Among the patients under ten years of age there 
were 11 deaths, a mortality of 10.48 per cent. This 
death rate is compared with the mortality of 38.7 
per cent reported by Fraser as occurring in a series 
of 300 cases of burns in children under ten years of 
age who were treated by other methods. Four of 
the deaths in the cases reviewed by Wilson were due 
to shock, 3 to acute toxemia, 3 to sepsis, and 3 to 
causes not connected with the burn. Of 35 children 
burned to the extent of 12 per cent or more of the 
total body surface, only 8 (22.9 per cent) died. 
When the tannic acid method is used, the outlook 
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is favorable when less than 35 per cent of the body 
surface is burned, and, though grave, is not hope- 
less when from 35 to 60 per cent of the body surface 
is burned. Burns of greater extent than 60 per cent 
of the body surface are rapidly fatal. 

Although the tannic acid treatment is carried out 
best in a hospital, it can be adapted to first aid and 
is much to be preferred to the use of carron oil and 
other greasy substances. The author gives in detail 
directions for the emergency first-aid use of the 
tannic acid treatment in mines and factories. 

L. MAson, M.D. 


ANAESTHESIA 


Rapoport, B.: Observations on Spinal Anzsthesia, 
with a Report of 500 Cases. Anes. & Anal., 1929, 
vill, 276. 

In reviewing the literature on spinal anaesthesia 
the author was surprised at the diverse opinions ex- 
pressed as to its efficacy and safety. He has em- 
ployed it in 500 cases without a death attributable 
to the anesthetic. There are no contra-indications 
to its use except in the cases of moribund patients 
and cases of disease of the nervous system. Serious 
complications are rare. Vascular depression is best 
combated by the Trendelenburg position. Caffein- 
sodium-benzoate is also of value. Failures and com- 
plications can be eliminated by perfection of the 
technique. For operations on the upper part of the 
abdomen the injection is made in the first lumbar 
interspace. The lower the site of operation the 
lower the point of injection. 

Georce R. McAuutrr, M.D. 


PHYSICOCHEMICAL METHODS IN SURGERY 


RADIUM 


Regaud, C.: Progress and Limitation in the Cura- 
tive Treatment of Malignant Neoplasms by 
Radium. Brit. J. Radiol., 1929, ii, 461. 


The author briefly reviews the development of 
radium therapy, the hopes it holds out, and the 
eventual limits of its efficiency. 

Local curietherapy is defined as the use of a tube 
of radium from which the radiations act on adjacent 
parts, decreasing in intensity according to the square 
of the distance. This is by far the most important 
form of curietherapy. General curietherapy, con- 


sisting in the introduction of radio-active bodies into - 


the blood stream, has yielded little. Radiation with 
the penetrating gamma rays (analogous to X-rays), 
which can pass through several centimeters of lead, 
is made possible by filtering through metal sufficient- 
ly to remove the beta rays. Radon, the gas removed 
from a solution of radium salt, was placed first in 
radio-active seeds of glass and later in gold or plati- 
num and used to great advantage in the treatment 
of small cancers. Aside from the seeds and the beta 
rays employed in the treatment of certain super- 
ficial skin cancers, local curietherapy uses nothing 
except the penetrating gamma rays from small tubes 
of dense metal, preferably iridium-platinum. At the 
Radium Institute of Paris, such platinum needles 
with an active length of 15 mm. are employed al- 
most routinely. There are 3 series of these tubes. 
In one series, the wall thickness of platinum is 0.5 
mm.; in another, 1.0 mm.; and in another, 1.5 mm. 
All tubes in the same series are identical. With these 
series and by means of supports, applicators of every 
shape, dimension, and power are prepared. 

There are 3 main procedures in local curietherapy 
—internal radiation, interstitial radiation, and ex- 
ternal radiation. In internal curietherapy radium 
tubes are introduced into natural cavities and pas- 
sages of the body such as the mouth, nose, larynx, 
oesophagus, bladder, and uterus. This treatment has 
not proved very successful in general, but will prob- 
ably always be used in cases of squamous-cell cancer 
of the uterus. Of a series of 610 cases of cancer of the 
cervix treated at the Radium Institute of Paris in 
the period from 1919 to 1926 and representing all 
degrees of extension of the lesion, a clinical cure was 
obtained in 30 per cent and the incidence of five- 
year cure increased from 8 per cent in 1919 to 32 per 
cent in 1923. In 61 cases which were operable a cure 
was obtained in 60 per cent and the incidence of five- 
year cure increased from 20 per cent to 81 per cent. 
In 176 borderline cases the incidence of five-year cure 
increased from 33 per cent to 43 per cent, and in 373 
inoperable cases it increased from 3 per cent to 13 
per cent. 


It is in the interstitial curietherapy that the great- 
est progress has been made. The Radium Institute 
of Paris employs platinum needles with a wall thick- 
ness of o.5 mm.; but it has altered the technique 
from the use of a few foci and radiation of great in- 
tensity to the use of numerous foci with radiation of 
weak intensity and increased duration of the treat- 
ment. This method of radium puncture is reserved 
for certain cancers of small size, cutaneous or sub- 
cutaneous, certain varieties of breast cancer, and all 
varieties of cancers of the tongue. It gives good re- 
sults. Of 344 cases of cancer of the tongue and floor 
of the mouth which were treated in the period from 
1920 to 1926, it gave a cure in 23 per cent. In an 
additional 20 per cent the local growth was eradi- 
cated, but the treatment failed because of cervical 
extensions. Accordingly, a cure of the local cancer 
was obtained in 43 per cent. Eighty per cent of the 
cases were inoperable. 

Radium surgery is employed for lesions of such 
type or so located as to be incurable by other types 
of curietherapy or the X-rays. In cases of carcinoma 
of the antrum which were treated by Hautant and 
Monod by radium surgery in the period from 1922 
to 1925, a cure was obtained in 38 per cent. 

In external curietherapy, radio-active substances 
are maintained at a short distance from the skin by 
mechanical means. The various series of applicators 
are combined in strengths varying from 2 to 15 mgm. 
of radium each, according to the distance from the 
skin and the duration of the treatment. Two sub- 
stances are employed for this purpose, namely, 
columbia paste and nidrose. This procedure has re- 
sulted in great progress in the treatment of extensive 
and deep cancers of the skin, lip, mouth, pharynx, 
larynx, breast, and lymphatic glands. Of cases of 
cancer of the lip which were treated in the period 
from 1920 to 1926, a cure was obtained in g2 per 
cent of 62 which were operable, in 72 per cent of 22 
which were of the borderline type, and in 14 per cent 
of 28 which were inoperable. When the depth of the 
lesion requires a skin distance greater than 8 cm., 
the dose of radium exceeds several hundred milli- 
grams. Such amounts require lead protection around 
the radium for both the patient and the persons giv- 
ing the treatment. This form of radium therapy is 
called “‘telecurietherapy.”’ Telecurietherapy has 2 
main techniques—the use of numerous small foci 
and the use of a few large foci. On account of the 
expense, not more than 4 or 5 gm. of radium are em- 
ployed. The skin distance rarely exceeds 12 cm. 
The use of greater distances would be ineffective 
and extremely costly. 

The increase in our knowledge of the behavior of 
radiated cancerous tissues has brought about great 
progress in the radiation treatment of malignant 
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PHYSICOCHEMICAL METHODS IN SURGERY 


lesions. The essential problem is the destruction of 
all fertile cancerous cells in the invaded area. Two 
methods are available to accomplish this purpose. 
One is the destruction of all cells within the area, 
both normal and neoplastic. This method is per- 
missible in the treatment of small superficial lesions, 
but is of little practical importance. The other 
method is the destruction of the cancer cells by cell 
dissection, leaving as much as possible of the nor- 
mal tissue undestroyed. Such selective radiotherapy 
is possible only when the neoplastic cells are more 
radiosensitive than the normal cells which must be 
preserved. The selectivity of action is more nearly 
approached as the radiation used is more homo- 
geneous and penetrating. This explains why the 
gamma rays are more selective than any X-rays 
known. Gamma rays are as effective as X-rays on 
the more sensitive cells, but they spare more perfect- 
ly the normal elements of the general tissues. In 
principle, a cancer should be curable by selective 
radiotherapy if all of its fertile cells are markedly 
more radiosensitive than the normal cells of the 
general tissues and of the neighboring organs trav- 
ersed by the rays. In certain cases, radiotherapeu- 
tic measures are relatively powerless not so much 
because of the radioresistance of the neoplasm as 
because of the radiosensitiveness of the surrounding 
normal structures. In cases of cancer of the skin, 
cervix, mouth, larynx, and antrum it has been found 
possible, by extending a single treatment over a 
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period of several days, to obtain a much higher 
incidence of cure than is obtained when the same 
dosage is given in a shorter period and at the same 
time to preserve the integrity of normal tissue far 
more effectively. It has been shown that the arrest 
of the circulation of the blood to an organ increases 
the radioresistance of that organ. The frequently 
repeated and delayed doses of radiation are con- 
demned on the basis of the development of a radio- 
immunization. The single treatment administered 
in a sufficiently short time (a few weeks at the most) 
is essential for the cure of malignancy. 

All techniques of procedure in attacking cancers 
have been tried. Radium puncture should survive. 
Radium surgery offers an interesting field for re- 
search. Internal curietherapy appears to have given 
the maximal success which it can attain. Apparently 
it will continue to be used only in the treatment of 
uterine cancer. Supports of plastic materials are 
very convenient and seem susceptible only to per- 
fection of detail. Telecurietherapy offers great 
promise in the treatment of deep lesions, but the 
scarcity and high cost of radium limit its progress. 
The radiosensitiveness of normal and_ neoplastic 
tissues must be further studied. Always there will 
be the obstacle of too great local extension and gen- 
eralization of malignant tumors. At best, radio- 
therapy and surgery are only local methods of treat- 
ment and are doomed to failure by generalization of 
the disease. A. James Larkin, M.D. 
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CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Seale E. R.: The Endocrine Aspects of Scleroderma: 
Report of a Case with Glandular Dysfunction. 
South. M.J., 1929, xxii, 885. 


‘The author reports a case of scleroderma present- 
ing band-like and small multiple lesions and evidence 
of derangement of function of several glands of 
internal secretion. On three occasions the basal 
metabolism was found to be ~—7, ~12, and ~109. 
Dysfunction of the glands governing sexual develop- 
ment was also apparent. Except for low blood pres- 
sure and the lack of response to adrenalin, there was 
no suggestion of suprarenal hypofunction. The re- 
tarded development, scanty growth of hair, low 
blood pressure, and increased sugar tolerance in- 
dicated hypopituitarism. ‘The X-ray revealed calci- 
fication of the pineal gland. Tests of the function of 
the sympathetic nervous system showed hyperirrita- 
bility of the parasympathetic or vagotonia. 

The author agrees with Hoffman that persons who 
develop scleroderma have an unstable sympathetic 
nervous system, the result of an abnormal neuro- 
endocrinological mechanism often evidenced as 
dysfunction of one or more endocrine glands. 

W. N. Rowtey, M.D. 


Handley, W. S.: Lymph Stasis the Precursor of 
Cancer. Bril. M.J., 1929, ii, 607. 


According to the theory of evolution, every cell 
of the higher animals is descended from a primitive 
one-celled organism with an irresistible appetite for 
food and multiplication. These are the appetites 
that dominate the cancer cell, and cancer may be 
considered an atavistic reversion of certain cells of 
the body to the state of their primitive one-celled 
ancestors. 

Warburg has recently shown that the cancer cell 
has somehow acquired an entirely new type of cell 
metabolism in which it behaves like an anaérobe, 
deriving most of its energy from the hydrolysis of 
sugar into lactic acid and relatively little from oxi- 
dation. Chronic irritants produce cancer, but the 
author suggests that the epidermic changes are 
secondary to a lymphangitis which causes a lym- 
phatic obstruction with resulting oxidatioi changes 
leading these cells to take on the primitive cha~ 
acteristics. 

Papillomata or papillary hypertrophy very fre- 
quently precedes cancer of the breast, the colon, 
and rectum produced experimentally. Lupus erythe- 
matosis is often followed by warty growths one or 
more of which may become carcinomatous. The 
author has shown that lupus is essentially an obliter- 
ative tuberculous lymphangitis. In this disease, 


blocking of the lymphatic is the primary factor with 
chronic papillary hypertrophy as its consequence. 

Papillary hypertrophy as a sequela of pure lym- 
phatic obstruction, apart from local infection, is best 
seen in elephantiasis. In this condition chronic ul- 
cers at times become malignant. The author cites a 
case in which, after radiant heat baths, virulent 
multiple epitheliomata developed. 

Grorce A. Cottetr, M.D. 


Lipschuetz, B.: The Cell Structure of Tumors of 
Human Origin, Especially Cancer of the Breast 
(Zur Kenntnis der Zellstruktur menschlicher Ge- 
schwuelste, insbesondere des Brustdruesenkrebses). 
Wien. klin. Wchnschr., 1929, i, 671. 


For a long time the author has been studying the 
specific structural changes occurring in the cells of 
tumors of animal origin. In recent studies he has 
been able to demonstrate similar changes in tumor 
cells of human origin, which vary only slightly with 
the race and type of cell of the host. The tumors of 
human origin investigated were two round-celled 
sarcomata, one nexvocarcinoma, and eight breast 
cancers. 

In contrast to normal cells, the cells of a round- 
celled sarcoma of the skin showed a basophile par- 
anuclear mass and a well-stained distinct arch- 
oplasm. In the early stages of the formation of a 
nevocarcinoma the differences from normal cells 
were especially distinct. The basophile mass appear- 
ing beside the nucleus is designated as the “plastin 
reaction of the cytoplasm.” In the breast carcino- 
mata studied, a somewhat modified plastin reaction 
was found. In tumors of human origin as in trans- 
plantation tumors of animals, this plastin reaction is 
independent of the type of cell of the organ involved 
and of the mesenchymal or ectodermal genesis of the 
tumor. All ofthe blastomata studied have shown the 
described cytological changes specific for blastoma, 
a fact indicating that blastoma is to be considered a 
cell disease sui generis. Hans Enrevicn (Z). 


Begg, A. M., and Cramer, W.: Alleged Experimen- 
tal Production of Malignant Tumors in the 
Fowl. Lancet, 1929, ccxvii, 697. 


Begg and Cramer point out a source of error in the 
experimental production of malignant tumors of the 
fowl. It is well known that the type of tumor desig- 
nated as “Rous tumor No. 1” can be transmitted 
by the use of an extract of the tumor passed through 
a Berkefeld filter. In experiments in which the au- 
thors attempted to transplant a mouse tumor to a 
chick by means of an extract obtained by extraction 
of the mouse tumor in a mortar and filtration through 
a Berkefeld filter the tumor that developed in the 
chick was not identical with the mouse tumor but 
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resembled Rous tumor No. 1. When the data were 
rechecked it was found that the mortar used for the 
extraction of the mouse tumor has been used several 
hours previously for the extraction of a Rous tumor. 
It was evident, therefore, that some of the filterable 
agent still present in the mortar had contaminated 
the mouse-tumor extract and given rise to the tumor 
in the chick. Manvet E. Licutenstern, M.D. 


Mason, R., and Wells, H. G.: On the Occurrence of 
True Mixed Carcinomatous and Sarcomatous 
Tumors (Sarcocarcinoma), with the Report 
of a Mixed Carcinoma-Chondrosarcoma of 
the Thyroid of a J. Cancer Research, 1929, 
xiii, 207. 


The growth of carcinoma stimulates proliferative 
activity of connective tissue to form the stroma for 
the epithelial structure. Frequently the volume of 
the fibrous tissue growth greatly exceeds that of 
the epithelial growth. While sarcomatous change 
is not common in and about carcinomata, true mixed 
sarcoma and carcinoma are known to occur. The 
authors report a mixed carcinosarcoma of the thyroid 
gland of a (og, with cartilaginous and osteoid struc- 
tures in the stroma and separate as well as mixed 
metastases of carcinoma and sarcoma. 

This tumor seems to demonstrate conclusively 
that at least some of the mixed tumors of the thyroid 
are truly mixed sarcocarcinomata rather then car- 
cinomata with pseudosarcomatous portions formed 
by altered epithelial cells. The fact that the dog had 
also two small benign growths in the mammary 
gland—one an adenoma and the other a chondroma— 
indicates that it was susceptible to the formation of 
both cartilaginous and epithelial tumors. The great 
size and malignant character of the thyroid tumor 
showed it to be primary. The two mammary gland 
tumors were very small, well encapsulated, and of 
benign structure. Morris H. Kaun, M.D. 


Oppel, V.: (Die Epinephrektomie). 
Centralnyi med. Z., 1928, i, 464. 


Oppel has proposed epinephrectomy for the treat- 
ment of spontaneous gangrene. He discusses the 
problem on the basis of 200 cases. He considers re- 
moval of the adrenals as causal therapy in the 
management of spontaneous gangrene, a condition 
he designates as ‘‘suprarenal gangrene.’’ As a rule 
he removes the left suprarenal because the right one 
is too near the vena cava. He recommends the 
lumbar incision, with or without opening of the 
peritoneal cavity. Resection of the twelfth rib 
makes the approach easier. Attention is called to 
the fact that the eleventh rib may be mistaken for 
the twelfth if the latter is poorly developed and that 
such an error may lead to injury of the pleura. 

The author has performed 100 epinephrectomies 
for suprarenal arteriosis, and his associates have per- 
formed 40. Herzberg, who has been skeptical re- 
garding the practical results of the operation, has 
collected 52 more. Damperoff has reported 3; 
Rubaschev, 1; Sachs, 3; Leriche, 6; and Hertz, 4. 
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Accordingly, more than 200 epinephrectomies for 
hyperadrenalinemia have been done. 

In the 140 cases operated upon by the author and 
his associates there were no fatalities from hypo- 
adrenalinemia, but in a case reported by Spasoku- 
kocki, death resulted because the right adrenal did 
not function. 

The operation is difficult when the adrenals are 
located near the vessels of the renal pedicle. In a 
case of this kind the author was obliged to remove 
the kidney to stop the hemorrhage and the patient 
died of shock. Three of the author’s patients died of 
postoperative sepsis. On the basis of his statistics, 
Herzberg estimates the mortality of the operation as 
14 or 15 per cent. Oppel’s mortality was 7.2 per 
cent. In Oppel’s last 80 epinephrectomies there 
were 5 deaths a mortality of 8 per cent. 

Oppel has found that epinephrectomy gives good 
results also in Raynaud’s disease (10 cases). Herz- 
berg states that the number of amputations which 
are necessary even after removal of the adrenals 
is too high. Oppel believes that epinephrectomy 
often renders amputation unnecessary. 

The permanent results of epinephrectomy have 
been investigated by Oppel over a period of eight 
years. In 42 cases there were 18 recurrences and 24 
cures. Among the 18 cases with recurrence there 
were 3 deaths. Eight of the patients with recur- 
rence were under thirty-five years of age. Oppel 
ascribes the recurrence to hyperfunction of the re- 
maining adrenal. In the 24 cases in which a cure 
was obtained the period of observation ranged from 
one and a half to five years. When a patient who has 
lost both lower extremities and is threatened with 
gangrene of the hands is relieved of the pain in the 
hands and feels well after epinephrectomy he is 
considered cured. Of 7 patients who lost an ex- 
tremity, 2 have been well for more than five years, 
3 for more than four years, 1 for more than three 
years, and 1 for more than a year and a half. Of 
those who lost no extremity, 3 have been well for 
more than three years, 6 for more than two years, 
and 5 for more than a year and a half. Scuaak (Z). 


DUCTLESS GLANDS 


Rowe, A. W.: Studies of the Endocrine Glands. 
IX. The Differential Diagnosis of Endocrine 
Disorders. Endocrinology, 1929, xiii, 327. 


The author has compared the relative frequency 
of complications in 500 cases of endocrine conditions 
with the frequency of similar complications in 500 
cases of non-endocrine conditions. The findings 
are summarized in the table. 

The large number of cases of mental retardation in 
the endocrine group was due to the fact that such 
cases were referred for study only when various 
stigmata suggested a possible glandular background. 
Primary anemia and ear disease occurred with 
abnormal frequency in the non-endocrine group. 
The number of non-endocrine syphilitics may be 
traced to the fact that syphilis frequently simulates 
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TABLE I.—PERCENTILE COMPLICATION OF PRIMARY ENDOCRINE CASES 


Complication Endocrine group Non- 
group 
Group Condition Pituitary | Thyroid | Gonads | Adrenals | Pancreas Total (%) 
Tuberculosis 5 8 6 4o ° 7.0 5.2 
rhinitis ° I 3 ° ° 1.0 
: rthritis 9 7 IL 13 13 9.0 4. 
Infections Tonsils IL IL 9 ° 13 10.4 
Sinuses . 9 10 5 7 7 8.0 5.0 
Other focal infections 9 3 6, ° 20 6.6 
Neuroses 8 6 23 ° 7 10.8 4.4 
Psychoneuroses Psychoneuroses 9 6 13 13 ° 9.0 6.6 
Psychoses 5 3 2 ° 7 3.8 3.2 
Lesions of brain and cord 17 Ir 2 20 ° 10.8 10.0 
+ sem 3 I 2 ° 7 2,3 2.0 
ental retardation 6 4 ° ° ° 3.4 1.6 
Nervous system Physical retardation 3 3 ° ° ° 2.0 0.0 
Physical overgrowth I I ° 7 ° 0.8 0.4 
Chorea 3 I ° ° ° 1.4 2.6 
; Malnutrition I ° 6 7 7 2.4 6.0 
Metabolism Obesity 25 II 4 ° 20 14.6 12.2 
Miscellaneous bone diseases 2 3 I 7 ° 2.2 2.0 
ost 8 4 4 ° ° 5.2 I 2 
7 Kidney 8 8 13 53 13 10.0 10.6 
Cardiovascular system Cardiorenal disease 4 4 
Hypertension 8 7 4 ° 7 6,2 6.0 
Primary anemia ° I ° ° ° 2 1.6 
Blood Hemophilia ° ° ° ° 7 0.2 0.2 
Malignant I 3 1 ° 1.6 1.2 
Tumors Benign | 3 I ° ° 7 1.6 2.0 
Non-Toxic goiter 4 ° 5 ° ° 2.6 1.6 
Eye I 3 4 7 20 3.0 2.8 
Ear 3 8 4 ° ° 4.6 13.0 
Skin 5 8 5 ° 7 5.6 4.6 
Allergy ; 3 6 5 ° ° 4.2 2.4 
: = Gastro-intestinal I 7 6 13 ° 4.6 3.0 
Miscellaneous conditions Liver and gall bladder 10 29 10 ° 27 10.4 2.0 
Syphilis. 5 4 3 ° 40 5.2 11.4 
Pelvic disease* 9 2 12 ° ° 7.2 3.2 
Menstrual * 4 2 4 ° II 3.6 6.0 
Infertilityt 4 6 8 ° ° 5.5 1.2 
Pregnanc I I ° ° ° 0.8 1.0 
Uncomplicated 5 13 9 ° 7 8.4 0. 


*Based upon females alone. 
{Based upon number of patients married. 


diseases of the ductless glands. The small proportion 
of focal infections in the non-endocrine group is 
somewhat misleading. 

The high incidence of heart disease in the endo- 
crine group was found not to depend upon the 
thyroid factor as might be anticipated. 

The patients with endocrine disorders, especially 
those with ovarian conditions, had hadalargeamount 
of abdominal surgery. 

Endocrine disorders are reported more often in the 
cases of females than in those of males, the ratio 
being 3:1. In general, the age at which endocrine 
disorders develop is somewhat earlier than that at 
which non-endocrine diseases occur. 

The number of cases in the adrenal and pancreas 
groups is too small to allow definite conclusions, but 
the frequency of tuberculosis and kidney diseases in 
the adrenal group and of syphilis and cataract in the 
pancreas group seems significant. 

The author has studied more than 4,000 cases, but 
in many instances the data could not be tabulated 
satisfactorily because of the functional level of a 
single gland and also because of the varied relation- 


ships of composite glands. No attempt was made to 
determine specific causal relationships, but the 
findings seem to warrant the following conclusions: 

1. The occurrence of most non-endocrine compli- 
cations in the endocrine group and the non-endo- 
crine group in so nearly equal numbers indicates 
that a significant increase in the presence of a symp- 
tom or a positive response to a test in the endocrine 
group is probably due to the glandular factor. 

2. Certain non-endocrine disease states seem to 
be associated selectively with individual endocri- 
nopathies, although usually represented in them all. 

E. SHAckLeton, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Roffo, A. H.: An Indicator of the Death of Tissues 
Studied in Cultures of Tissues in Vitro (Sobre 
un indicador de la muerte de los tejidos estudiado 
en los cultivos de tejido in vitro). Rev. med. Lat.- 
Am.,, 1929, Xiv, 1173. 


It is difficult to determine the absolute death of an 
organism since even after the vital functions of the 
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body as a whole have stopped the tissues continue 
their vital functions until autolysis brings about total 
disintegration of the protoplasm. The author has 
demonstrated survival and growth of tumor cells 
cultivated in vitro without the aid of conserving fluid. 
He has found that living tissue gives rise to products 
which change the hydrogen-ion concentration of the 
medium in which it is placed. In the presence of liv- 
ing tissue, the medium becomes distinctly acid from 
the absorption of carbonic acid and the production 
of amino, uric, ketonic, lactic, and other acids. 
The experiments reported in this article were car- 
ried out with the heart of a chicken embryo ten days 
old and a spindle-celled mouse sarcoma. When a 
stain was added to the culture medium as an indica- 
tor (phenolsulphonphthalein 1:1,000 or 1:1,500 does 
not affect the vitality of the tissue), it turned from 
red to yellow in proportion to the intensity of growth 
of the tissue cultivated. When the experiments were 
repeated with dead tissue that had been boiled for 
five minutes the red color of the stain did not change. 
Auprey G. Morcan, M.D. 


EXPERIMENTAL SURGERY 


Rous, P., and Gilding, H. P.: Studies of Tissue 
Maintenance. I. The Changes with Diminished 
Blood Bulk. J. Exper. M., 1929, 1, 189. 

Gilding, H. P.: Studies of Tissue Maintenance. 
II. The Service to the Liver and Digestive Tract 
After Hemorrhage. J. Exper. M., 1929, 1, 213. 


Rous and GiLprnc used the spread through the 
living animal of various highly diffusible dyes as an 
indicator of the ability of the circulation to serve the 
tissues under various conditions. The method is 
direct and searching. It shows that blood service to 
the viscera is normally far more profuse than that 
to the skin and muscles. After hemorrhages which 
greatly reduce the blood bulk, service to the viscera 
is in general still well maintained even when the 
anima! is in extremis. However great the compen- 
satory contraction of the splanchnic vessels—and 
physiologists have long supposed it to be very great 
—it certainly does not suffice to hinder blood service 
anywhere in the digestive tract. On the other hand 
the service to certain unessential abdominal organs 
(spleen, omentum, urinary bladder) is cut off in 
large part or wholly, and in comparison with the 


263 


essential viscera, the skin and most of the skeletal 
muscles of the bled animal are largely deprived of 
circulation. 

The deficiency takes a curious form, some regions 
being still fairly served by the blood while others 
next to them are no longer well supplied. In the 
skin the areas served or not served are very irregular 
but are determined to some extent by local pressure 
factors. Within the muscles the neglect is orderly in 
arrangement and is largely referable to compensa- 
tory vasoconstriction. Certain of the muscles, those 
used in respiration and in swallowing, furnish im- 
portant exceptions to the general rule, being excel- 
lently served despite the serious general state. The 
red bone marrow of the depleted organism continues 
to be well served by the blood even though situated 
in limbs that are otherwise almost devoid of a cir- 
culation. The pregnant uterus also is excellently 
supplied despite the serious general state. 

The changes are such as would tend to conserve 
the forces of the depleted organism and contribute 
to its recovery. 

GILDING states on the basis of his experimental 


_work that the vascular re-adjustments in compensa- 


tion for a great reduction of blood bulk affect the 
service rendered by the blood to the gastro-intestinal 
tract and liver far less than that to the skin and 
muscles. Into the latter tissues India ink is carried 
almost not at all, whereas in the capillaries of the 
bowel and liver it circulates in quantity. Evidently 
vasoconstriction is much less effective in these vis- 
cera. Nowhere do they present a patchy ischemia 
like that which is so wide-spread in the peripheral 
tissues. The blood service is maintained to the same 
extent everywhere throughout the liver even when 
one of its two sources (hepatic artery or portal vein) 
is obstructed and the intrahepatic blood pressure is 
brought very low. 

A pronounced patchy ischemia of the stomach 
and large bowel can be induced by the intravenous 
injection into normal animals of sufficient epinephrin 
to cause the systemic blood pressure to mount to an 
abnormally high level. Pituitrin used in the same. 
way has a greater effect; blood service to the organs 
mentioned may be completely abolished by means of 
it. In both instances, however, service to the small 
gut and liver is still excellently and evenly main- 
tained. Jaco M. Mora, M.D, 
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